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ABSTRACT
 Novice counselors who have high trauma caseloads are at risk for secondary 
traumatic stress (STS) responses, which can impact their ability to function effectively in 
professional counseling roles. Supervision is one factor frequently conceptualized to have 
an impact on STS responses in counselors; however, there is a dearth of literature 
regarding specific supervision interventions that are evidence-based to reduce or prevent 
STS responses among counselors treating trauma, specifically child survivors of sexual 
abuse (CSSA). Due to the absence of supervision intervention studies among counselors 
working with this population, the current study implemented an experimental single case 
research design to measure the effectiveness of an affective check-in supervision 
intervention in reducing STS responses in counselors working with CSSA.  
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CHAPTER ONE: INTRODUCTION 
 
The purpose of this study was to enhance the present understanding of supervision 
practices that can mitigate secondary traumatic stress (STS) responses among counselors 
providing trauma treatment to child survivors of sexual abuse (CSSA). The current study 
investigated the impact of an affective check-in supervision intervention on STS 
responses (as measured by the Secondary Traumatic Stress Scale; [Bride, Robinson, 
Yegidis, & Figley, 2004]) among counselors treating CSSA. The affective check-in 
supervision intervention, as conceptualized by Knight (2004; 2013; 2018), involved 
trained supervisors implementing three components: (a) an inquiry into the counselors’ 
current reactions (i.e. thoughts, feelings, personal impacts) to trauma counseling with 
CSSA clients, (b) validation that these feelings are normal, okay, and/or understood by 
the supervisor, and (c) discussion of ways to manage these responses with the 
accountability of the supervisor in future sessions (i.e. management strategies and follow-
up on implementation). Trained observers monitored the supervision sessions throughout 
the study to maintain procedural fidelity of supervision intervention conditions. The 
results of this study will enhance counselor educators’ and supervisors’ present, available 
knowledge about supervision practices that could alleviate STS responses in counselors 
treating CSSA.
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Secondary Traumatic Stress Risk 
In this study, STS responses of counselors treating CSSA was targeted as the 
dependent variable, as STS responses are a substantial risk (70%) among trauma 
counselors (Sodeke-Gregson, Holttum, & Billings, 2013). Counselors’ STS responses are 
directly related to being exposed to the traumatic experiences of clients within the 
therapeutic relationship (Canfield, 2005). Counselors’ STS responses are characterized 
by symptoms (e.g. anxiety, increased reactivity, trauma exposure avoidance, re-
experiencing, negative cognitions, and negative emotional responses) that mirror Post-
Traumatic Stress Disorder (PTSD) symptoms experienced by trauma survivors (Canfield, 
2005; Killian, 2008). Given the risk, interventions to mitigate STS responses among 
trauma counselors are vital. 
In addition to the risks associated with trauma work and the need to prevent and 
reduce STS responses, researchers have identified some specific factors that can increase 
a counselors’ likelihood of experiencing STS. Counselors who have a personal history of 
trauma are shown to be more at risk for STS (Sodeke-Gregson, Holttum, & Billings, 
2013). Clinician STS responses are associated with high trauma caseloads (Arvay, 2002; 
Baird & Kracen, 2006; Craig & Sprang, 2010; Ludick & Figley, 2017). Moreover, 
counselors are more likely to experience STS responses when the counselors are: (a) 
younger in age, (b) new to the field, (c) have more and/or less experience working with 
trauma survivors, and/or (d) lower levels of education in the field (Baird & Kracen, 2006; 
Craig & Sprang, 2010; Meyers & Cornille, 2002). 
 Moreover, counselors can be more at risk for STS when experiencing low self-
efficacy to work with trauma populations, specifically CSSA (Day, Thurlow, & 
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Woolliscroft, 2003). In a study of helping professionals, 81% of respondents reported low 
levels of self-efficacy in working with CSSA (Day, Thurlow, & Woolliscroft, 2003). 
When counselor education students were assessed for perceived readiness to work with 
CSSA, 72% self-reported low levels of competence to provide service to CSSA, and 94% 
of the students indicated that their counselor education program should offer a course 
regarding child sexual abuse (Foster, 2017). Though there is some literature regarding 
risk factors for STS responses in trauma counselors, there is a dearth of studies regarding 
STS responses of counselors treating CSSA. Additionally, there are few studies where 
researchers focused on specific practices for reducing or preventing STS responses 
among counselors whose caseloads are primarily high in trauma populations.  
Supervision as a Protective Factor 
 Though there is scarcity of literature regarding prevention or reduction of STS in 
counselors treating CSSA, some scholars have indicated that supervision could be an 
avenue for reducing STS responses in trauma counselors (Canfield, 2005; Etherington, 
2000; Everall & Paulson, 2004; Killian, 2008; Knight, 2013; Pearlman & Saakvitne, 
1995b; Sodeke-Gregson, Holtum & Billings, 2013; Sommer, 2008; Whitfield & Kanter, 
2014). An established supervisory working alliance, wherein the supervisee feels 
empathically supported, could increase a supervisees’ ability to openly process personal 
responses to their indirect trauma exposure (Canfield, 2005; Pearlman & Saakvitne, 
1995b; Rosenbloom, Pratt, & Pearlman, 1999; Sommer & Cox, 2005; Wymer et al., in 
review). Moreover, Etherington (2000) and Knight (2013) suggest that it is vital for 
supervisors to formally assess STS responses throughout supervision to prevent impaired 
professional functioning. Sommer (2008) conceptualized specific supervision 
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interventions (e.g. teaching stress-reduction techniques, mindfulness, relaxation, and 
reflective practice) that could impact STS responses in supervisees working with trauma 
cases. Moreover, counselors-in-training have also reported increased self-efficacy to 
engage in service to CSSA when they perceive having support in supervision during field 
placement experiences (Foster, 2017). Therefore, counselors may benefit from the 
following essential components of supervision: (a) supportive supervisory relationships 
(Canfield, 2005; Foster, 2017; Sommer & Cox, 2005; Wymer et al., in review), (b) 
targeted interventions for managing STS (Sommer, 2008), and (c) monitoring of STS 
responses by the supervisor (Etherington, 2000; Knight, 2013). 
A modest number of supervision practices have been conceptualized to mitigate 
STS responses in trauma counselors. In addition, there have also been a number of 
supervision models that have been identified to address related concepts such as (a) 
vicarious trauma (i.e. altered worldview due to indirect trauma exposure [Pearlman & 
Saakvitne, 1995a]), (b) burnout (i.e. overall fatigue and impairment in 
interpersonal/intrapersonal functioning due to professional stressors [Maslach, 2003]), 
and (c) compassion fatigue (i.e. decreased ability to empathically respond to clients due 
to repeated exposure to client suffering [Figley, 1995]). Regenerative supervision 
(Newswald-Potter & Simmons, 2016) and wellness-based supervision (Hayden, 
Williams, Canto, & Finklea, 2015) have been conceptualized to target vicarious trauma 
responses in counselors. Additionally, Peled-Avram (2017) found that clinicians working 
with trauma who were in relational-oriented supervision (Wells, Trad, & Alves, 2003), 
reported lowered levels of vicarious trauma. Furthermore, wellness-based supervision 
models have been identified to prevent burnout (Blount & Mullen, 2010; Lenz & Smith, 
5 
 
2010; Lindo et al., 2015; Meany-Walen, Davis-Gage, & Lindo, 2016; Ohrt, Prosek, 
Ender, & Lindo, 2015). A components-based practice and supervision model was 
proposed to reduce compassion fatigue in clinicians by Miller and Sprang (2017). Finally, 
reflective supervision includes elements that have been conceptualized to potentially 
build upon trauma counselors’ ability to mitigate the impact of trauma counseling 
through increased self-awareness, self-regulating, and complex problem-solving capacity 
(Young, Lambie, Hutchinson, & Dyer, 2011).  
In addition to the models that focus on various responses counselors may face as a 
result of their work with clients, there have been several scholars who have developed 
trauma-informed approaches to supervision (Courtois, 2018; Jordan, 2018; Knight, 
2018). Knight and Borders (2018) synthesized some of these trauma-informed 
supervision approaches, which encompass various professional contexts that include: (a) 
child welfare agencies (Collins-Camargo & Antle, 2018), (b) hospital trauma centers 
(Veach & Shilling, 2018), (c) military settings (Johnson, Johnson, & Landsinger, 2018), 
and (d) international disaster and crisis response (Adamson, 2018; Haans & Balke, 2018). 
In the synthesis, Knight and Borders (2018) highlight the need for further research and 
publication specifically in the area of supervision of those treating child trauma survivors. 
Currently, there are no specific supervision interventions that directly address the needs 
of counselors working with high caseloads of CSSA and experiencing STS responses.  
 Counseling Child Survivors of Sexual Abuse 
Due to the prevalence of children experiencing child sexual abuse and the trauma 
symptoms these children often endure following these experiences, counselors working 
with this population are often exposed to the specific details experienced during the 
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treatment process which can lead to STS responses (Figley, 1995; Robinson-Keilig, 
2014; Salston & Figley, 2003; Stamm, 1995; Whitfield & Kanter, 2014; Wymer et al., in 
review). Per statistics derived from the Adverse Childhood Experiences Study, 20.7% of 
respondents reported experiencing child sexual abuse with even higher rates in females 
(Centers for Disease Control and Prevention, 2016).  In 2016, there were 57, 329 cases of 
child sexual abuse substantiated by the Department of Health and Human Services (U.S. 
Department of Health and Human Services, 2017). Trauma can alter a child trauma 
survivor’s view of the world and who is to be considered safe or trustworthy, especially 
when a child has experienced sexual abuse by a parent, caregiver, or other trusted adult 
(Greeson et al., 2011). Due to these distorted cognitions surrounding trust and safety, 
children who have experienced sexual abuse could have difficulty trusting and engaging 
during the counseling process (Meiser-Stedman, Dlagleish, Clucksman, Yule, & Smith, 
2009), which could in turn cause countertransference responses in the counselor 
(Etherington, 2000; Pearlman & Saakvitne, 1995a).  
Additionally, counselors experiencing STS often begin to display similar 
characteristics of victims of trauma such as hopelessness and helplessness regarding their 
self-efficacy to help clients manage severe trauma symptoms and experience safety 
(Etherington, 2000). Also, STS responses may lead to counselors crossing ethical 
boundaries by wanting to save CSSA from traumatic situations, which may hinder client 
empowerment (Etherington, 2000; Knight, 2018). Another critical concern is that STS 
responses can cause counselors to become dissociative during sessions with clients 
because of trauma exposure avoidance (Etherington, 2000; Figley, 1995). Given these 
and other risk factors, STS responses in the counselor could cause CSSA to have 
7 
 
diminished treatment outcomes (Pearlman & Saakvitne, 1995a; Stamm, 1995). However, 
supervision is recurrently described as being a potential protective factor for STS 
responses in counselors (Canfield, 2005; Etherington, 2000; Everall & Paulson, 2004; 
Killian, 2008; Knight, 2013; Pearlman & Saakvitne, 1995b; Sodeke-Gregson, Holtum & 
Billings, 2013; Sommer, 2008; Whitfield & Kanter, 2014).  
Moreover, supervisors have an ethical responsibility to monitor and evaluate STS 
responses in counselors that could lead to ineffective or unethical practices in the 
treatment of CSSA (ACA, 2014, F.6.a.b., Association for Counselor Education and 
Supervision [ACES] Taskforce on Best Practices in Clinical Supervision, 2011, 7.e., 
3.b.). Supervisors are tasked with teaching supervisees self-monitoring behaviors to 
manage the impact of exposure to client suffering (ACA, 2014, F.7.e., CACREP, 2015, 
2.F.1.k.). Therefore, understanding ways supervisors can effectively intervene to mitigate 
STS responses in counselors working with CSSA is of substantial concern within the 
field of counselor education and supervision.  
Statement of the Problem 
There is a dearth of literature regarding specific supervision interventions for 
addressing STS and related responses in counselors working with child trauma survivors 
(Knight & Borders, 2018), specifically those treating CSSA. Though scholars have 
developed models of supervision which could address some aspects of the impact of 
trauma work on the counselor (Blount & Mullen, 2015; Hayden, Williams, Canto, & 
Finklea, 2015; Lenz & Smith, 2010; Lindo et al., 2015; Meany-Walen, Davis-Gage, & 
Lindo, 2016; Newswald-Potter & Simmons, 2016; Ohrt, Prosek, Ender, & Lindo, 2015; 
Peled-Avram, 2017; Wells, Trad, & Alves, 2003; Young, Lambie, Hutchinson, & Dyer, 
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2011), these models do not specifically focus on STS responses and are not targeted for 
counselors working with child trauma survivors. Moreover, counselors-in-training report 
feeling ill-equipped to work with CSSA (Foster, 2017; Wymer et al., in review) and to 
maintain wellness in their career due to a lack of training and preparation (Roach & 
Young, 2017; Witmer & Granello, 2005). Supervision has been noted in the literature as 
one aspect that can increase counselor self-efficacy to work with CSSA and could serve 
as a protective factor for STS (Canfield, 2005; Etherington, 2000; Everall & Paulson, 
2004; Killian, 2008; Knight, 2013; Pearlman & Saakvitne, 1995b; Sodeke-Gregson, 
Holtum & Billings, 2013; Sommer, 2008; Whitfield & Kanter, 2014). Though scholars 
have conceptualized some of the needs of trauma counselors within supervision 
(Courtois, 2018; Jordan, 2018; Knight, 2018; Knight & Borders, 2018; Wymer et al., in 
review), there have been few experimental studies that examine the effectiveness of 
implementing such interventions among counselors working with trauma populations. 
Given what we know about the impact of STS on counselors’ ability to provide effective 
treatment to CSSA (Etherington, 2000; Everall & Paulson, 2004; Knight, 2013; Knight, 
2018; Pearlman & Saakvitne, 1995a; Stamm, 1995), it is paramount that this gap in 
knowledge is addressed.  
Significance of the Study 
The purpose of this study was to address the absence of empirical studies aimed at 
reducing STS. The effectiveness of an affective check-in supervision intervention was 
investigated to measure its impact in reducing STS responses among counselors treating 
CSSA (Knight, 2004; Knight, 2013; Knight, 2018). In this study, the affective check-in 
supervision intervention (Knight, 2004; Knight, 2013; Knight, 2018) was implemented 
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due to scholars consistently supporting the notion that STS could be mitigated by 
counselors having the opportunity, within supervision, to discuss the personal impacts 
and related emotions experienced when working with survivors of sexual abuse and 
learning ways to manage these responses (Canfield, 2005; Etherington, 2000; Everall & 
Paulson, 2004; Killian, 2008; Knight, 2013; Pearlman & Saakvitne, 1995b; Sodeke-
Gregson, Holtum & Billings, 2013; Sommer, 2008; Whitfield & Kanter, 2014; Wymer et 
al., in review). The affective check-in was also utilized in this study due to scholars 
noting the importance of supervisors normalizing and validating of the impact of trauma 
work on the counselor (Etherington, 2000; Knight, 2004; Knight, 2013; Knight, 2018; 
Sommer & Cox, 2005; Sommer & Cox, 2006; Wymer et al., in review).   
Given this knowledge, the current study focused on measuring STS responses 
among counselors treating CSSA, while incorporating an affective check-in supervision 
intervention (Knight, 2004; Knight, 2013; Knight, 2018) in supervision sessions. The 
affective check-in supervision intervention included the following components 
(Etherington, 2000; Knight, 2004; Knight, 2013): (a) an inquiry into the counselors’ 
current reactions (e.g. thoughts, feelings, personal impacts) to CSSA clients, (b) 
validation by the supervisor that these feelings are normal, okay, and/or understood, and 
(c) discussion of ways to manage these responses. The results of this study are likely to 
enhance the professional literature regarding supervision interventions that can reduce 
STS responses. Additionally, this study focused specifically on counselors treating 
CSSA, as researchers have not yet investigated ways to reduce STS responses in 
counselors who have high caseloads in CSSA. The results of the study lead to 
implications for counselor education programs and supervisors regarding ways to 
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safeguard counselors-in-training from experiences of STS when entering the field to 
work with CSSA. Finally, if STS can be reduced in counselors working with CSSA, this 
population is likely to experience improved treatment outcomes (Etherington, 2000; 
Everall & Paulson, 2004; Knight, 2013; Knight, 2018; Pearlman & Saakvitne, 1995a; 
Stamm, 1995).  
Theoretical Framework 
 The constructs included in this study were STS responses and an affective check-
in supervision intervention. The following sections describe the theoretical underpinnings 
of each of these concepts. 
Secondary Traumatic Stress 
Over the last several decades, counseling and related fields attempted to 
conceptualize theories of how counselors, and other helping professionals, are impacted 
by their work and ways these impacts can lead to impairment in their ability to carry out 
ethical and professional responsibilities (Stebnicki, 2007). A variety of scholars 
conceptualized the terms STS (Figley, 1982; Figley, 1995; Stamm, 1995), burnout 
(Freudenberger, 1974; Maslach, 1982), vicarious trauma (McCann & Pearlman, 1990; 
Pearlman & Saakvitne, 1995a), and compassion fatigue (Figley, 1995). These terms are 
often used interchangeably throughout the literature to describe the impact of helping on 
the helper. Though there is overlap within the descriptions of these terms, there are also 
specific differences in the way counselors experience them as compared to STS (Knight, 
2013).   
Figley (1982) began theorizing the concept of STS from systems theory regarding 
a traumatic experience and response in one person causing a person secondarily exposed 
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to have a traumatic response in the process of caring. Figley (1995) and scholars who cite 
his work use the terms compassion fatigue (CF) and STS interchangeably throughout the 
literature. However, desensitization to clients’ emotional responses is connected to CF, or 
difficulty providing empathy to clients. Counselors could experience CF in conjunction 
with STS avoidance symptoms; however, CF does not encompass all symptoms of STS 
(Stamm, 1995). Stamm (1995) described STS with symptoms that mirrored PTSD 
symptoms (a) Intrusion/re-experiencing (i.e. thoughts about the event, dreams) (b) 
Avoidance (i.e. avoiding thoughts, feelings, people, or situations that remind one of the 
event, disinterest in previously enjoyed activities, emotional numbing) (c) Increased 
arousal (i.e. alert to signs of danger, startled easily, anxiety, insomnia, inattention). Bride 
and colleagues (2004) utilized the conceptualization of STS as being comparable to 
PTSD symptoms when creating the Secondary Traumatic Stress Scale, being utilized to 
measure STS responses in this study. Burnout and vicarious trauma are other terms used 
interchangeably with STS. Though there is some overlap in symptoms, there are 
differences in the way STS impacts clinicians.  
Defined initially by Freudenberger (1974) and Maslach (1982), the concept of 
burnout overlaps with the construct of STS because it encompasses symptoms in 
counselors such as emotional exhaustion and detachment from clients, along with 
hopelessness regarding work with clients (Lambie, 2006). However, burnout could be 
experienced by a variety of counselors and is not explicitly associated with working with 
trauma survivors (Lambie, 2006) and other helping professionals (Maslach, 2003). 
Vicarious trauma (VT), conceptualized by McCann and Pearlman (1990), overlaps with 
the conceptualization of STS because both are believed to be caused by indirect trauma 
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exposure by clinicians doing trauma therapy. However, VT is associated with the 
cognitive processes that occur due to exposure to client trauma (Pearlman & Saakvitne, 
1995a), while STS is associated with an overwhelming trauma response in the clinician 
that encompasses cognitive, psychological, and physiological symptoms (Stamm, 1995; 
Bride et al., 2004). Therefore, a variety of conceptualizations regarding the 
manisfestation of indirect trauma exposure responses are associated with the theoretical 
underpinnings of STS (Knight, 2018).  
Affective Check-in Supervision Intervention 
Clinical supervision historically and presently has been regarded as the most 
crucial part of the education and preparation of trainees in the mental health professions 
(Goodyear, 2007). Scholars have conceptualized supervision as a way to mitigate STS 
responses among clinicians working with trauma survivors (Etherington, 2000; 
Etherington, 2009; Knight, 2004; Knight, 2018) due to the nature and purposes of 
supervision (i.e. building self-efficacy, growth, development, competence, self-
monitoring of supervisee [Milne, 2007]), the nature of the parallel process in supervision 
[Friedlander, Siegal, & Brenock, 1989]), and supervision as a triadic relationship that can 
ultimately improve trauma survivors outcomes in treatment ( Frawley-O’Dea & Sarnat, 
2001; Milne, 2007).  
As a result of the last 40 years of trauma research, conceptualizations of trauma-
informed practices have emerged and led to an increased interest in trauma-informed 
supervision approaches (Knight, 2018). Trauma-informed supervision encompasses the 
five principles that guide trauma-informed practice (safety, trust, collaboration, choice, 
empowerment; Harris & Fallot, 2001; Knight, 2018). However, trauma-informed 
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supervision also includes having supervisors with considerable expertise in trauma 
treatment, competency in supervision, and an ability to assess/address STS responses in 
clinicians engaging in trauma work (Knight, 2018).  Knight (2018) conceptualized the 
integration of trauma-informed supervision practices with the discrimination model of 
supervision (Bernard, 1979; Bernard, 1997; Bernard & Goodyear, 2014), as the roles of 
teacher, counselor, and consultant facilitate the needs of trauma counselors in supervision 
(e.g. “guidance, education, and support” [Knight, 2018, p. 20]). The foundations of 
trauma-informed supervision are directly linked to the components of the affective check-
in supervision intervention studied in this investigation. 
Knight (2004; 2013) conceptualized the idea of an “affective check-in” from the 
conceptualization of supervision as a potential moderator for indirect trauma exposure 
responses, such as STS responses, as initially outlined by Etherington (2000). The 
affective check-in continues to be a part of Knight’s (2018) conceptualization of trauma-
informed supervision and includes (Knight, 2004; 2013; 2018): (a) inquiry of personal 
impacts/responses (thoughts, feelings, experiences), (b) validation (normalization, 
empathy, support), and (c) discussing ways to manage these responses (with support and 
accountability from supervisor). The affective check-in was identified as a practical way 
that supervisors could assess the supervisees’ current response to their clients and the 
work of trauma counseling (Knight, 2004).  
Operational Definitions of Terms 
 To clarify the terms used throughout this investigation, a brief description is 
provided of the variables studied, as well as the population targeted in the intervention.  
 
14 
 
Dependent Variable 
 The dependent variable investigated in this study was STS responses, which is 
described below.  
 Secondary traumatic stress (STS) responses. The dependent variable, STS 
responses, is defined as being the direct result of exposure to the traumatic experiences of 
clients (Canfield, 2005) and can include (Bride et al., 2004; Figley, 1995; Lipsky & Burk, 
2009; Robinson-Keilig, 2014; Stamm, 1995): (a) Intrusion/re-experiencing: Recurring 
thoughts or flashbacks about the secondary traumatic events, nightmares/sleep 
disturbance, elevated heart rate, and/or strong emotional responses when reminded of the 
trauma exposure, (b) Avoidance: Avoiding thoughts, feelings, people, or situations that 
remind one of the traumatic events, disinterest in previously enjoyed activities, emotional 
numbing, negative views about future, world, self, and others, difficulty remembering 
details of secondary trauma exposure, (c) Increased arousal: Alert to signs of danger, 
startled easily, increased irritability, easily frustrated, distorted cognitions (leading to 
hopelessness, fear, self-blame), anxiety, insomnia, inattention, somatic symptoms, on-
going fatigue.   
Independent Variable 
 The independent variable, or intervention, in this study was the affective check-in 
supervision intervention, which is briefly described below. 
 Affective check-in supervision intervention. The supervision intervention, or 
the independent variable, was the incorporation of an affective check-in (Knight, 2004; 
Knight, 2013; Knight, 2018) into supervision sessions of the counselor participants by 
trained supervisors. The affective check-in included the following components (Knight, 
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2004; Knight, 2013; Knight, 2018): (a) an inquiry into the counselors’ current reactions 
(i.e. thoughts, feelings, personal impacts) to CSSA clients, (b) validation by the 
supervisor that these feelings are normal, okay, and/or understood, and (c) discussion of 
ways to manage these responses with the accountability of the supervisor in future 
sessions (i.e. management strategies and follow-up on implementation). 
Population 
 The population (counselors treating child survivors of sexual abuse) targeted to 
receive the intervention in this study will be briefly described. Also, the characteristics 
are clarified for the implementers of the interventions (supervisors). 
 Counselors treating child sexual abuse survivors. The population studied, 
concerning the dependent variable, included counselors who were at high risk of STS. 
The counselors met the following criteria (Arvay, 2002; Baird & Kracen, 2006; Craig & 
Sprang, 2010; Killian, 2008; Meyers & Cornille, 2002; Robinson-Keilig, 2014; Salston & 
Figley, 2003; Sodeke-Gregson, Holtum, & Billings, 2013; Whitfield & Kanter, 2014): (a) 
within their first 5 years of practice due to STS risk being higher when counselors are 
young, new to the field, and have less experience working with trauma populations, (b) 
caseloads primarily made up of CSSA (one-third to one-half; Lawson, 2007; Lawson & 
Myers, 2011; Williams et al., 2012) due to STS risk being higher when counselors have 
high sexual trauma caseloads with frequent exposure to detailed accounts of child trauma 
narrative processing, and (c) had at least a mild level (overall score of 28 +) of STS as 
measured by the Secondary Traumatic Stress Scale (STSS; Bride, Robinson, Yegidis, & 
Figley, 2004). 
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Supervisors. The primary investigator in the study developed a training course 
and manual for supervisors who were the implementers of the independent variable, or 
the affective check-in supervision intervention. Before the study, the supervisors were 
established as the organizational clinical supervisors of the participants. The supervisors 
met minimal qualifications that included: (a) experience in the field beyond five years, 
(b) licensure in counseling or related field (social work), and (c) had taken at least one 
supervision course, or continuing education equivalent hours in supervision. These 
criteria were derived from supervision requirements by the South Carolina Board of 
Examiners for Licensed Professional Counselors (2017) and are consistent with the ACA 
Code of Ethics (2014), which requires that supervisors have training in supervision 
models and interventions (ACA, 2014).  
Research Questions & Hypotheses 
 The purpose of this study was to measure the impact of the independent variable, 
affective check-in supervision intervention, on the dependent variable, STS responses. 
The following research question guided the study: 
Research Question  
Are secondary traumatic stress responses (as measured by the Secondary Traumatic 
Stress Scale [STSS; Bride Robinson, Yegidis, & Figley, 2004]) reduced by an affective 
check-in supervision intervention among counselors treating child survivors of sexual 
abuse? 
Hypothesis  
The hypothesis was that STS responses (dependent variable) would be reduced among 
counselor participants by at least one level of STS (e.g., from moderate to mild, from 
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mild to little or no STS) or below as measured by the Secondary Traumatic Stress Scale 
(STSS; Bride, Robinson, Yegidis, & Figley, 2004) following the implementation of the 
affective check-in supervision intervention (independent variable). Specifically, it was 
hypothesized that a functional relation by observation of at least three basic effects at 
three different points in time across intervention and baseline phases of the three 
participants in the study (Kratochwill et al., 2010). The hypothesis was that a functional 
relation would include a visible, marked reduction in scores on the STSS (Bride et al., 
2004; immediacy of effect, change in level), at the time that of implementation of the 
affective check-in supervision intervention across participants. In addition, it was 
hypothesized that participants would have a positive trend in STSS (Bride et al.) scores 
until the affective check-in supervision intervention was implemented with a visible 
negative trend in the data in scores on the STSS (Bride et al.) following the initiation of 
the intervention and throughout the intervention phase.  Finally, the hypothesis was that 
data across phases would display no, or a minimal, amount of overlap and variability. 
Research Design 
The current study sought to answer a research question that included causal 
inference, which was most appropriate for a quantitative design that involved 
experimental control (Heppner, Wampold, Owen, Thompson, & Wang, 2016). 
Experimental research designs involve the manipulation of the independent variable 
while measuring the impact of the manipulation of the independent variable on the 
dependent variable(s) (Heppner et al., 2016). The current study was conducted utilizing a 
single case research design (SCRD), which is a quantitative, experimental design 
(Kazdin, 2011). The primary investigator chose SCRD to investigate the constructs due to 
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the ethical implications and feasibility of testing a novel intervention on an understudied 
population experiencing a socially significant challenge that does not have a high 
occurrence in the counseling field (Heppner et al., 2016; Kazdin, 2011; Lenz, 2015). Due 
to the intensive, experimental design, it was possible to make causal inferences about the 
effectiveness of the intervention with the population under study (Lenz, 2015). Finally, 
SCRD can serve to create evidence-based practices in counseling and related fields with 
methodical replication to increase generalizability to diverse populations (Horner et al., 
2005). 
The concurrent multiple baseline design (CMBD), across participants, was used in 
this study to isolate the effect of the intervention on levels of STS among counselors 
treating CSSA. Due to the ethical implications of withdrawing an intervention that could 
reduce STS, the CMBD allowed for observation of the effect of the intervention across 
participants who received the intervention at, at least three different points in time 
(Kazdin, 2011). The participants began the baseline phase (absence of the intervention) 
concurrently. The first participant received the intervention when stabilization in baseline 
data (scores on the Secondary Traumatic Stress Scale) was observed for at least five data 
collection points (Horner et al., 2005; Kazdin, 2011). The participants continued to 
receive the intervention at staggered intervals once each participant was stable in 
baseline, as well as the preceding participant being stable in the intervention phase 
(across at least three to five different data points; Horner et al., 2005; Kazdin, 2011). In 
CMBD, a basic effect (i.e. marked and immediate visual change in the data in the 
direction of improvement) must be observed at three different points in time across 
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participants when implementing the intervention to isolate the effect of the intervention 
on the dependent variables (i.e., functional relation).  
Research Method  
Population and Sampling 
Following the University of South Carolina’s Institutional Review Board 
approval, purposive sampling (Creswell, 2008) was used in this study to recruit a sample 
of at least three counselor participants. In order to show at least three basic effects (i.e., 
functional relation) in a CMBD, at least three participants are needed (Kazdin, 2011). The 
primary investigator used purposive sampling (Creswell, 2008) because the counselors 
recruited for the study were required to meet specific criteria consistent with the literature 
that made them at high risk of STS. Additionally, the participants needed to be in 
supervision with a supervisor who met criteria for the study.  
The participants were purposively sampled (Creswell, 2008) from South Carolina, 
North Carolina, and Georgia due to the location of the researcher and the need to be able 
to frequently collect data for the study and meet with supervisors for training and 
consultation. The primary investigator recruited participants from child advocacy centers 
(CACs) within these states through purposive sampling methods (Creswell, 2008), due to 
the high likelihood that their caseloads would primarily be made up of CSSA. According 
to the National Children’s Alliance (NCA, 2017) out of the 334, 626 children served by 
CAC’s in 2017, 224, 176 were child sexual abuse survivors (the highest type of 
maltreatment serviced by the CACs), and almost ¾ of those children aged 12 and under. 
Therefore, the sample was drawn from CACs.  
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Instrumentation 
 This section desribes instruments used in this investigation to measure the 
constructs under study, collect data from participants, and ensure each participant met 
inclusion criteria. 
General Demographic Survey – Counselors 
Once counselor participants were identified through recruitment procedures, the 
researcher sent the participants the General Demographic Survey - Counselors (see 
Appendix G) to get further information about participant characteristics (e.g., gender, 
age, ethnicity, relationship status, educational level and degrees completed, type of 
organization currently employed). The survey also ensured participants met inclusion 
criteria (e.g., type and year of licensure, number of child survivors of sexual abuse on 
caseload, size of entire caseload, current supervision status, years of experience in the 
field). The General Demographic Survey - Counselors was created for this investigation. 
The characteristics included in the demographic survey were derived from similar studies 
regarding STS symptoms in counselors. 
General Demographic Survey - Supervisors 
Once counselor participants were identified through recruitment and meeting 
inclusion criteria to participate in the study voluntarily, the General Demographic Survey 
- Supervisors (see Appendix H) was sent to the counselor participants’ supervisors to get 
further information about supervisor characteristics (e.g., gender, age, ethnicity, 
relationship status, educational level and degrees completed, type of organization 
currently employed, etc.). The survey ensured supervisors meeting inclusion criteria for 
participation (e.g., type and year of licensure, years of experience in the field, years of 
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experience doing supervision, number of continuing education/course credit hours in 
supervision, etc.) The General Demographic Survey - Supervisors was created for the 
purposes of this investigation.  
Secondary Traumatic Stress Scale  
The Secondary Traumatic Stress Scale (STSS; Bride, Robinson, Yegidis, & 
Figley, 2004) was used to measure the dependent variable, STS responses. The STSS 
(Bride et al., 2004; see Appendix I) is the only measure  validated for measuring STS 
responses in clinicians working with trauma populations. The STSS (Bride et al.) was 
normed on three different samples and reduced from a 65-item questionnaire to a 17-item 
questionnaire that measures Post Traumatic Stress Disorder criteria as outlined by The 
Diagnostic and Statistical Manual-IV.  It has high internal consistency and reliability 
with a Cronbach’s alpha coefficient of .93. The subscales also had high reliability with 
coefficient alphas of .80 (intrusion), .87 (avoidance), and .83 (arousal; Bride et al.). 
Additionally, the instrument developers confirmed convergent (significant correlations 
with related factors), discriminate (demographic factors not significantly correlated), and 
factorial validity (structural equation modeling with significant factor loadings) of the 
measure (Bride et al.).  
The STSS (Bride et al., 2004) is made up of 17 items with Likert-scale responses 
that range from: (a) 1 – Never, (b) 2 – Rarely, (c) 3 – Occasionally, (d) 4 – Often, (e) 5- 
Very Often. Clinicians answer how often they have experienced the response within the 
last seven days (Bride, 2007). The questions split into three subscales that include: (a) 
intrusion (5 items), (b) avoidance (7 items), and (c) arousal (5 items). The questions are 
scored within each subscale and are added up for a total score (Bride, 2007). The highest 
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total score possible is 68. Score interpretation includes: (a) Little or No STS: 27 or less, 
(b) Mild STS: 28-37, (c) Moderate STS: 38-43, (d) High STS: 44-48 and (e) Severe STS: 
49+. For each subscale, further testing is recommended for PTSD if the participant 
endorses the presence of at least one intrusion subscale item, three avoidance subscale 
items, and two arousal subscale items (Bride, 2007).   
Counselor Experiences Questionnaire 
 The Counselor Experiences Questionnaire (see Appendix J) is a self-report 
questionnaire created by the researcher for this investigation and consists of three brief 
open-ended questions the counselor participants completed every week along with the 
STSS (Bride, Robinson, Yegedis, & Figley, 2004). The questions in the log included 
open-ended questions that allowed for qualitative responses of the counselors regarding 
their experiences of STS responses while working with CSSA. This self-report data was 
not used to make causal inferences during the investigation; however, it was used as an 
additional probe to acquire further qualitative information regarding counselor 
participants’ self-reported presence or absence of STS symptoms throughout the study. 
Counselor Post-Intervention Follow-Up Questionnaire 
The Counselor Post-Intervention Follow-up Questionnaire (see Appendix L) was 
created by the researcher to increase the social validity of the study (Horner et al., 2005). 
Social validity is increased by understanding the perceptions of the participants regarding 
the intervention they received (Horner et al., 2005). The counselor participants completed 
the 5-item Counselor Post-Intervention Follow-up Questionnaire, through open-ended 
and Likert-scale prompts. The questionnaire includes questions about how the 
participants felt the supervision intervention was helpful/not helpful to their experiences 
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of STS responses related to their work with CSSA. Moreover, the counselor participants 
answered questions about their perceived acceptability/likability of the supervision 
intervention (Horner et al., 2005). These insights could enhance the knowledge of future 
supervisors regarding the implementation of this intervention, as well as future 
investigators measuring the effectiveness of this intervention in impacting STS symptoms 
in counselors. 
Supervisor Post-Intervention Follow-Up Questionnaire 
The Supervisor Post-Intervention Follow-up Questionnaire (see Appendix M) 
was also created by the researcher to increase the social validity of the study (Horner et 
al., 2005). The supervisors, or implementers of the intervention, completed the 5-item 
Supervisor Post-Intervention Follow-up Questionnaire, through open-ended and Likert-
scale prompts. The questionnaire included questions about how the supervisors felt the 
supervision intervention was helpful/not helpful to the counselor participants’ 
experiences of STS responses related to their work with CSSA. Moreover, the 
supervisors answered questions about their perceived acceptability/likability of the 
supervision intervention (Horner et al., 2005), as well as the feasibility of 
implementation. These insights could enhance the knowledge of future supervisors 
regarding the implementation of this intervention, as well as future investigators 
measuring the effectiveness of this intervention in impacting STS symptoms in 
counselors.  
Observer Post-Investigation Follow-Up Questionnaire 
The Observer Post-Investigation Follow-up Questionnaire (see Appendix N) was 
also created by the researcher to increase the social validity of the study (Horner et al., 
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2005). The observers of procedural fidelity completed the 5-item Observer Post-
Investigation Follow-up Questionnaire, through open-ended and Likert-scale prompts. 
The questionnaire included questions about how the observers felt the supervision 
intervention was helpful/not helpful to counselor participants’ experiences of STS 
responses related to their work with CSSA. Moreover, the observers answered questions 
about their perceived acceptability/likability of the supervision intervention (Horner et 
al., 2005), as well as observations of supervisors’ ease of implementation. Finally, the 
observers responded to an open-ended prompt regarding perceived changes within the 
supervision sessions between baseline and intervention phases (e.g., level of counselor 
participant disclosure, counselor-supervisor relationship changes, benefits of 
management strategies). These insights could enhance the knowledge of future 
supervisors regarding implementation of this intervention, as well as future investigators 
measuring the effectiveness of this intervention in impacting STS symptoms in 
counselors.  
Data Collection 
The study was approved by the University of South Carolina’s Institutional 
Review Board before data collection and recruitment (see Appendix A). The primary 
investigator administered the General Demographic Survey - Counselors, General 
Demographic Survey - Supervisors, and the Secondary Traumatic Stress Scale (STSS; 
Bride et al., 2004) as counselor participants were recruited to ensure they met inclusion 
criteria for voluntary participation in the study. Once counselor participants were 
identified, the data collection processes were continuous throughout the investigation 
(Gast, 2010). All data collection materials were coded using unique identifiers assigned 
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to each counselor participant and their supervisors so that the privacy and confidentiality 
of all participants was maintained throughout the study. The STSS (Bride et al., 2004) 
was administered to the counselor participants every week at the end every week via 
Qualtrics. The counselor participants completed the Counselor Experiences 
Questionnaire at the end of every week via Qualtrics. The primary investigator collected 
the measures weekly via Qualtrics and scored the data, as well as inputted the data onto 
computer software for continuous, weekly visual analysis procedures (Gast, 2010; 
Kazdin, 2011; Kratochwill et al., 2010).  
To ensure observer access to review sessions for fidelity checks, secure audio-
recording equipment was placed in the rooms where the supervision intervention 
occurred. The audio-recording equipment was used throughout each supervision session 
during baseline and intervention phases. The audio-recording equipment was locked in 
the supervisors’ filing cabinets in a lock box (for protection by two locks) when not in 
use. The primary investigator collected the audio-recorded data each week via a Dropbox 
file request, which placed files in a password-encrypted file on the primary investigator’s 
computer (also protected by fingerprint/pin log-in). Within 24 hours of receiving the file 
in the password-encrypted folder, the primary investigator removed files from the 
computer and placed them on password-protected hard drives kept in a locked filing 
cabinet. The audio-recorded supervision sessions were also placed on password-
encrypted flash drives and put inside the locked filing cabinet for individual observer 
access. These flash drives were given to the observers to review the sessions for 
procedural fidelity (Kazdin, 2011) using the Procedural Fidelity Checklist (see Appendix 
K).  The observers were given the flash drives only during the observations, which took 
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place weekly in private counseling rooms at the University of South Carolina Community 
Counseling Clinic. The observers listened to the session in this location to ensure the 
privacy of the supervisors/counselors, as well as the need to protect confidential client 
information shared on the recordings. Procedural Fidelity Checklists completed by the 
observers were collected by the researcher at the end of observation each week. The 
primary investigator inputted the data and calculated interobserver agreement 
continuously to monitor procedural fidelity throughout the study and address any issues 
that could have reduced the internal validity of the study (Kazdin, 2011).  
Moreover, the Counselor Post-Intervention Follow-Up Questionnaire, Supervisor 
Post-Intervention Follow-up Questionnaire, and Observer Post-Investigation Follow-up 
Questionnaire were administered and collected by the researcher at the end of the study 
to gain information about the counselor participants’, supervisors’, and observers’ 
perceptions of the intervention, which would build upon the social validity (Kazdin, 
2011) of the study.  
Procedures 
 Due to the use of a CMBD, across participants, SCRD there was a baseline and 
intervention phase for each participant. For each participant, the conditions were the same 
to increase experimental control (Kazdin, 2011). The supervisors completed a half-day 
in-person training (see Appendix P for training content) the week of beginning the 
intervention phase of the study. Below, the baseline and intervention conditions are 
described briefly. 
 
 
27 
 
Baseline 
During baseline, the counselor participants engaged in individual supervision-as-
usual one hour per week with their supervisor. “Supervision-as-usual” referred to the 
content of supervision sessions between the counselor participant and supervisor at the 
start of the study, which was established by the supervisors providing a video of a 
supervision session before the beginning of baseline. The supervisors were advised of 
observed content and asked to continue to implement the supervision-as-usual content 
throughout the baseline phase (see Supervision-as-Usual documents for each supervisor 
in Appendix U). 
 During baseline, every supervision session was recorded and reviewed by two 
trained observers to ensure procedural fidelity of supervisors only including the content 
of the supervision-as-usual, as was established by the first video. Also, throughout 
baseline, the observers monitored the absence of the intentional use of the affective 
check-in supervision intervention condition at the beginning of supervision sessions 
based on the intervention protocol. During baseline, the counselor participants will be 
administered the STSS (Bride, Robinson, Yegedis, & Figley, 2004) every week, as it is 
normed for use every seven days. The counselor participants will also complete the 
Counselor Experiences Questionnaire weekly during the baseline phase.  
Intervention 
The affective check-in supervision intervention was implemented every week 
during the one hour per week supervision session by the supervisors. The supervisors 
were trained to implement all three elements of the affective check-in supervision 
intervention in the prescribed order at the beginning of each supervision session followed 
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by the supervision-as-usual content of the sessions established during baseline. The STSS 
(Bride, Robinson, Yegedis, & Figley, 2004) and Counselor Experiences Questionnaire 
continued to be administered to the counselor participants at the end of every supervision 
session during intervention phases.  
Procedural Fidelity 
It is suggested by Barton and colleagues (2018) to monitor procedural fidelity for 
20-33% of sessions for each participant in each condition. Therefore, by monitoring 
100% of sessions in this study, the rigor of the experimental design is enhanced, threats 
are reduced for internal validity (e.g., variability and inconsistency in the implementation 
of intervention). Every session, during baseline and intervention, were recorded and 
reviewed by two trained observers to ensure procedural fidelity of the use of supervision-
as-usual conditions and the manualized intentional use of the affective check-in 
supervision intervention based on the protocol. The observers used the Procedural 
Fidelity Checklist to monitor the supervision-as-usual content and the absence or 
presence of the affective check-in supervision intervention content for each session 
during baseline and intervention phases. Interobserver agreement was calculated weekly 
for 100% of sessions to ensure procedural fidelity was accurately being measured by the 
two observers using the percentage agreement method (Kazdin, 2011). However, based 
on best practices for SCRD (Kratochwill et al., 2010), recording interobserver agreement 
is only required for 50% of sessions. If the interobserver agreement fell below 80%, a 
discrepancy discussion (Ledford, Lane, & Gast, 2018) occurred (see Appendix V). 
The Procedural Fidelity Checklist includes the intentional implementation 
protocol of the affective check-in supervision conditions and the order in which the 
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components should be implemented. It was used to ensure intentional use of the affective 
check-in supervision conditions in the prescribed order was absent during baseline. 
Procedural fidelity was measured by dividing the manualized affective check-in 
supervision intervention steps completed intentionally in the prescribed order by the 
supervisor by the total number of manualized intervention steps possible. The resulting 
number was then multiplied by 100 to provide a percentage of procedural steps 
completed in the session (Kazdin, 2011). During baseline, procedural fidelity of the 
intentional use of the affective check-in supervision intervention condition in the 
prescribed order should have been at 0%. During the intervention, the procedural fidelity 
of the intentional use of the affective check-in supervision intervention condition in the 
prescribed order should have been at 100%. Refresher training was implemented if 
supervisor implementation fell below 80%, refresher training (see Appendix S & T). In 
addition to initial training and refresher training, the primary investigator remained 
available to the supervisors for consultation calls at the supervisors’ request, or if the 
counselor participants’ scores heightened during the intervention phase.  These 
consultation calls took place utilizing the procedures outlined in Appendix W.  
Data Analysis 
Data analyses were used to measure the change in the dependent variable with the 
implementation of the manipulation of the independent variable (Kazdin, 2011). For this 
study, it was hypothesized that STS responses (dependent variable), would be reduced, 
with a visible negative trend in scores, as measured by the Secondary Traumatic Stress 
Scale (STSS; Bride, Robinson, Yegidis, & Figley, 2004) with the implementation of the 
affective check-in supervision intervention (independent variable) among participants in 
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the study. Specifically, the primary investigator hypothesized a functional relation by 
observation of at least three basic effects at three different points in time across 
intervention and baseline phases of the 3 participants in the study (Kratochwill et al., 
2010). The functional relation would be evidenced by a visible, marked reduction in 
scores on the STSS (Bride et al., 2004; immediacy of effect, change in level), at the time 
of implementation of the affective check-in supervision intervention across participants. 
In addition, it was hypothesized that participants would have a positive trend in STSS 
(Bride et al.) scores until the affective check-in supervision intervention was 
implemented with a visible negative trend in the data in scores on the STSS (Bride et al.) 
following the initiation of the intervention and throughout the intervention phase.  
Finally, the primary investigator hypothesized that there would be no, or minimal, 
amount of overlap and variability in the data across phases. Data analysis allowed the 
researcher to prove or disprove these hypotheses.  
Data analysis in SCRD can be completed using statistical analyses; however, 
there is controversy about statistical analyses in the field of SCRD because there is not 
enough replication in the literature of these types of analyses to indicate best practice 
(Krotochwill et al., 2010). Moreover, many forms of statistical analyses are not sufficient 
in being able to assess the data holistically to observe a functional relation in data results 
(Krotochwill et al., 2011). In SCRD, historically researchers have utilized visual analysis 
to interpret the results of data (Horner et al., 2005). Therefore, data analysis in this study 
consisted of visual analysis (Krotochwill et al., 2010) and included analyzing: (a) 
Trend/slope, (b) Level, (c) Variability, (d) Immediacy of the effect, (e) Overlap, and (f) 
Consistency of the data across phases. These analyses took place by inputting data in 
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Microsoft Excel and plotting the data on graphs each week to regularly monitor stability 
and changes in the dependent variables during baseline and intervention phases as 
measured by scores on the STSS (Bride et al., 2004). Qualitative data from the Counselor 
Experiences Questionnaire was analyzed to observe additional themes regarding 
participant experiences of STS responses during baseline and intervention conditions.   
Ethical Considerations 
The Institutional Review Board (IRB) of the University of South Carolina 
approved the study. The study met the standards of protection as outlined for human 
subject research by the IRB. There were minimal risks associated with participation in the 
study, as participants became aware of the personal impacts that trauma counseling has 
had on them and at times needed to seek further support (i.e., personal counseling) to 
address any disturbances that occurred based on this knowledge. Participants were 
provided with referrals for service when needed. Participation in this study was 
voluntary, and participant identity was protected throughout data collection, analysis, and 
future publications or presentations. Each participant and all client data was stored and 
organized using unique identifiers. No client names were used in this study to protect 
participants’ rights to confidentiality and privacy. Pseudonyms will be used in the 
presentation and publication of the findings. Participants were aware of and had the 
opportunity to withdraw from the study at any time. Data was stored on a password-
protected or encrypted computers, hard-drives, and flash drives. The hard-drives, flash-
drives, and video-recording equipment were stored in locked filing cabinets/lockboxes 
and were transported in locked lockboxes. Following completion of the investigation, 
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recordings of supervision sessions will be destroyed. There are always potential threats to 
confidentiality despite the measures that were taken to reduce risk.   
Limitations of the Study 
A SCRD is no exception to the limitations of quantitative research and has unique 
challenges. In SCRD, one of the main goals is to isolate the effect of the independent 
variable on the dependent variable (Kazdin, 2011). Investigators completing SCRDs seek 
to measure the dependent variable with and without the presence of the intervention, or 
independent variable, in order to create experimental control of confounding variables 
that could be impacting the dependent variable (Kazdin, 2011). Threats to internal 
validity in SCRD include: (a) history (i.e. a situation that occurs during the treatment 
phase of the intervention that could impact the dependent variable, (b) testing (i.e. a 
change in scores on a measure being used to test the dependent variable due to repeated 
exposure), (c) maturation (i.e. natural growth and/or developmental changes in the 
participant during the study), and (d) diffusion of treatment (i.e. the intervention being 
inadvertently introduced during baseline phase, or inadvertently not being introduced 
during the intervention phase; Kazdin, 2011). Moreover, threats to external validity exist 
in SCRD due to concerns about the generalizability of the findings to diverse individuals 
and settings (Heppner, Wampold, Owen, Thompson, & Wang, 2016).  
In this investigation, steps were taken to reduce threats to internal validity. 
Though it was not possible to control potential environmental impacts participants may 
have during the study (e.g., family conflicts, varying caseloads, changes in the 
organization), the primary investigator attempted to reduce any history effects within the 
supervision environment. For example, supervisors were trained, and supervision 
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sessions were monitored by observations throughout baseline and intervention to ensure 
that supervisors were only including supervision-as-usual content during baseline and 
implementing the affective check-in supervision intervention with fidelity followed by 
the supervision-as-usual content during the intervention. Continuous observation was to 
ensure no new content or additional interventions were inadvertently included in the 
supervision sessions that could impact the dependent variable. Moreover, the previous 
steps reduced the likelihood of diffusion of treatment, along with ensuring that the 
supervisors and counselor participants were not made aware of the content of the 
affective check-in supervision intervention before the intervention phases of the study.  
Multiple baseline SCRD has three different variations (i.e., across participants, 
settings, behaviors). The variation used to answer the research question for this study was 
CMBD, across participants, SCRD. The CMBD was used in this study to reduce the 
ethical considerations associated with ABAB designs that withdraw the treatment at 
different phases to create control (Kazdin, 2011). In CMBD, it can take a substantial 
amount of time for participants to reach stabilization during baseline and intervention 
phases. Thus, the intervention must be withheld from the remaining participants until 
stabilization takes place at each phase for each participant (Kazdin, 2011). The delay 
limited the time that participants were able to receive the intervention that could have 
improved their functioning, which was a noteworthy limitation of this design (Kazdin, 
2011).  
The delay also caused participants to have to take the test weekly for extended 
periods of time, which could have caused some inconsistency in reporting due to testing 
fatigue, increased awareness of STS responses prior to intervention and/or cause a 
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perceived desire for participants to change during the study (Heppner et al., 2016). 
Moreover, maturation was a concern in this design because the dependent variable could 
have changed during baseline phases in certain participants due to the participants 
improving over time (i.e., increased competency) and receiving regular supervision-as-
usual on a weekly basis, even with the absence of the intervention (Kazdin, 2011). 
However, the different subjects receiving the intervention at staggered intervals served to 
create control in being able to monitor the dependent variable among participants who 
had not yet received the intervention, as compared to those who had (Heppner et al., 
2016). Due to the ability to observe basic effects in the dependent variable across 
participants/phases at three different points in time, it reduced threats to internal validity 
that could not otherwise be controlled for in this design (e.g. testing, maturation) as 
causal inferences could be made that the changes occurred only due to the 
implementation of the independent variable.  
Chapter Summary   
Chapter One was an introduction that provided a rationale for the study, defined 
the constructs investigated, and forms of measurement used. This chapter described the 
research design and methodology used in the investigation. Finally, limitations of the 
research design were provided. Ethical considerations were included for the protection of 
human subjects who participated in the study. The chapters that follow include a 
thorough review of the literature surrounding the constructs under study (Chapter Two), 
the methodology proposed for use in the study (Chapter Three), the results of the data 
analyses (Chapter Four), and the implications for counselor education and supervision 
(Chapter Five).    
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CHAPTER TWO: LITERATURE REVIEW 
 
Chapter two includes theoretical conceptualizations of the constructs studied: 
secondary traumatic stress responses and the affective check-in supervision intervention. 
Also provided is a review of the literature concerning each of the constructs investigated. 
The review is synthesized to support the soundness of the present study within the 
currently available literature. 
Secondary Traumatic Stress 
Counselors are likely to experience stress in their work due to repeated exposure 
to the suffering and challenges of clients (Skovholt, Grier, & Hanson, 2001). Recurring 
experiences of stress from the work of counseling can diminish counselors’ ability to 
provide effective service to clients if not managed successfully (Skovholt, Grier, & 
Hanson, 2001). The first scholar to begin to discuss the impact that clients can have on 
the counselor was Sigmund Freud. Freud (1958) originated a theory concerning the 
counselor’s unconscious internal responses to their clients, termed countertransference. 
Over the following decades, scholars in counseling and related fields began to 
conceptualize theories related to how counselors and those in the helping profession are 
impacted by their work and ways this impact can lead to impairment in their ability to 
carry out ethical and professional responsibilities (Stebnicki, 2007).  
The theoretical foundations of secondary traumatic stress (STS) came from 
scholars’ attempts to define the impact of trauma counseling on the counselor. However, 
36 
  
there is little consistency in the way the term is defined and measured by scholars (Baird 
& Kracen, 2006). In addition, there are other related terms that are used interchangeably 
with STS throughout the literature (i.e. burnout, vicarious trauma, compassion fatigue). 
Therefore, the following sections offer an explanation of the theoretical foundations of 
STS. The theory of STS will include some of the terms used interchangeably with STS in 
order to differentiate and identify similarities between the definitions and theoretical 
foundations of these terms in connection to STS. 
Burnout 
Burnout is a concept that has frequently been studied by researchers in the 
counseling literature regarding the impact of counseling on the counselor (Maslach, 
Schaufeli, & Leiter, 2001). Freudenberger (1974) was the first to utilize the term burnout 
in relation to the all-encompassing exhaustive impact of working with people in the 
helping professions. Maslach (1982) began conceptualizing the phenomenon of burnout 
within a variety of fields and defined it as being made up of interpersonal/intrapersonal 
impacts (i.e. emotional fatigue, lowered tolerance for working with people, and lack of 
professional self-efficacy) experienced due to working in professions where individuals 
serve people in some capacity. The Maslach Burnout Inventory-Human Services Survey 
(MBI; Maslach & Jackson,1996) was created to measure these burnout responses in 
helping professions, such as counseling.  
Scholars in the field of counseling began research on burnout in a reactive manner 
by attempting to study and theorize about factors that lead to burnout (i.e. high client 
caseloads, counselor characteristics, stress factors within the profession), rather than 
preventative methods to reduce the occurrence of burnout (Lambie, 2006). Lambie 
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(2006) described burnout in the counseling field as counselor impairment due to 
emotional exhaustion, as well as feeling detached, disheartened, and pessimistic about 
work with clients, which can impact the client-counselor relationship. Burnout overlaps 
with the construct of STS because it encompasses symptoms such as overall fatigue and 
impairment in interpersonal/intrapersonal functioning that leads to decreased ability to 
effectively complete professional responsibilities (Maslach, 2003). STS can also lead to 
impairment in ethical and effective practice, as well as psychological and relational 
impacts on the counselor; however, burnout can be experienced by professionals in a 
variety of fields due to job stress and is not necessarily connected to indirect trauma 
exposure (Maslach, 2003). Moreover, the concept of burnout does not encompass the 
same overwhelming trauma symptoms (physical, psychological, cognitive) experienced 
by counselors with STS (Stamm, 1995; Bride et al., 2004).  
 Vicarious Trauma 
McCann and Pearlman (1990) conceptualized vicarious trauma (VT) as a shift in 
the trauma clinician’s cognitions as a result of working with clients who have 
experienced trauma. The foundations of McCann and Pearlman’s theory were related to 
constructivist self-development theory. McCann and Pearlman (1990) believed that our 
worldviews are shaped through experiences as we develop. Clinicians who work with 
trauma survivors are exposed to trauma narratives that can alter the way they previously 
viewed the world, themselves, and others. These changes in cognitions can then lead to 
further impairment in the professional’s overall functioning (McCann and Pearlman, 
1990). Pearlman and Saakvitne (1995a) wrote a book describing the risk of 
countertransference responses in the counselor as a result of altered worldviews and 
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trauma symptoms the clinician may be experiencing due to hearing the client’s trauma 
narratives. Pearlman and Saakvitne (1995a) theorized that countertransference responses 
of the clinician, specifically working with this population, may involve parallel cognitive 
processes to that of their clients (i.e. hopelessness, lack of trust in self and others), which 
would lead to impairment in their ability to provide ethical and effective service to their 
clients. In 1995, Saakvitne and Pearlman published a workbook for clinicians 
experiencing VT to help clinicians assess their VT responses and find ways to manage 
and reduce the responses and experience resilience in their trauma work in the future 
(Saakvitne & Pearlman, 1995b). Within the literature, scholars frequently overlap and 
confuse the constructs of STS and VT because they are both connected to indirect trauma 
exposure by clinicians doing trauma therapy. However, VT is associated with the 
cognitive processes that occur due to exposure to client trauma (Pearlman & Saakvitne, 
1995a), while STS is associated with an overwhelming trauma response in the clinician 
that encompasses cognitive, psychological, and physiological symptoms (Stamm, 1995). 
Figley’s Theory of Secondary Traumatic Stress  
Figley (1982) began theorizing the concept of STS from systems theory in regard 
to a traumatic experience and response in one person causing a traumatic response in 
another person who may be exposed to that person’s trauma and responses secondarily in 
the process of caring. He first described STS using the terms secondary trauma/secondary 
victimization and later developed a model of STS and compassion fatigue (CF; Figley, 
1995). Figley (1995) founded the concept of CF and within the conceptualization of CF, 
STS symptoms were identified and defined. Figley (1995), and scholars who cite his 
work, use the terms (CF and STS) interchangeably throughout the literature. However, 
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CF is specifically connected to difficulty providing empathy to clients due to 
desensitization to clients’ emotional responses.  
Figley (1995) defined STS responses as being those that lasted for less than a 
month and believed these responses should be anticipated from secondary trauma 
exposure. However, Figley (1995) considered STS a disorder when the symptoms 
occurred for longer than a month. Pearlman and Saakvitne (1995b) were authors on a 
chapter in Figley’s seminal text on STS and/or CF and wrote about VT and STS 
responses of therapists working with adult survivors of child sexual abuse. Additionally, 
Pearlman and Saakvitne (1995b) conceptualized the need to treat these responses in the 
clinician and moderate the effects of trauma work through individual, professional, and 
organizational responses.  
Stamm’s Theory of Secondary Traumatic Stress  
Stamm (1995) published a seminal work on secondary traumatic stress (STS) and 
defined STS in isolation, without the interchangeable term of compassion fatigue (CF) 
identified by Figley (1995). Stamm (1995) sought to define the term STS in regard to the 
symptoms experienced by helping professionals working with trauma survivors. 
Moreover, Stamm’s (1995) text included self-care models to reduce STS responses, 
community and educational approaches to prevent STS responses, as well as ethical 
considerations of STS. Stamm (1995) included Figley and Pearlman as chapter authors, 
as they all began to conceptualize theories about indirect trauma exposure 
simultaneously. Stamm (1995) described STS with symptoms that mirrored PTSD 
symptoms (a) Intrusion/re-experiencing (i.e. thoughts about the event, dreams) (b) 
Avoidance (i.e. avoiding thoughts, feelings, people, or situations that remind one of the 
40 
  
event, disinterest in previously enjoyed activities, emotional numbing) (c) Increased 
arousal (i.e. alert to signs of danger, startled easily, anxiety, insomnia, inattention). 
Counselors could experience compassion fatigue (CF) following the presence of 
secondary traumatic stress (STS) avoidance symptoms; however, using CF (Figley, 1995) 
as a term interchangeably with STS is somewhat confusing and conflictual. Finally, the 
Compassion Fatigue Scale (Figley, 2002) was developed to measure a number of the 
aforementioned constructs: CF, burnout, STS, and compassion satisfaction (i.e. 
contentment from helping people heal from trauma). 
Recent Theory Related to Secondary Traumatic Stress 
In more recent conceptualizations of STS, Figley (2002) began to encourage 
research and intervention regarding STS to focus on populations outside of those in the 
therapy field to include: law enforcement, child welfare workers, emergency personnel, 
medical providers, attorneys, journalists. In addition, the Secondary Traumatic Stress 
Scale (STSS; Bride, Robinson, Yegidis, & Figley, 2004) was developed to measure STS 
symptoms specifically in clinicians working with trauma populations. As defined by 
Stamm (1995), the STSS (Bride et al., 2004) includes PTSD symptoms of intrusion, 
avoidance, and arousal for clinicians exposed to secondary trauma by clients (Bride et al., 
2004). After these conceptualizations of STS and creation of scales that measure STS, 
scholars began to conduct research on the topic in our field and within other helping 
professions. 
Baird and Kracen (2006) completed an epidemiological synthesis of the literature 
surrounding STS and VT because of the lack of clarity and consistency in the previous 
literature defining the concepts of VT and STS. The synthesis found reasonable evidence 
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that STS is associated with having a personal history of trauma (Baird & Kracen, 2006). 
The synthesis also found persuasive evidence that STS is associated with greater levels of 
indirect exposure to the trauma of clients (Baird & Kracen, 2006). There was some 
evidence that ability to positively cope with secondary trauma could be a protective 
factor for STS (Baird & Kracen, 2006).  
Moreover, Ludick and Figley (2017) also synthesized the literature to describe 
theoretical stipulations in regard to STS from years of research on the topic. The 
synthesis included the following findings in regard to STS: (a) STS is complicated and 
likely unavoidable when exposed to the trauma of others, (b) STS risk increases when we 
engage in an empathic response toward the trauma survivor, compartmentalize our own 
stress responses, experience exposure in our jobs for lengthy periods of time, and when 
we have our own trauma histories that are triggered through indirect exposure, and (c) 
STS risk reduces when we have experience satisfaction and purpose from our work, 
along with having social support (i.e. colleagues, supervisors, organizational).  
Theories of Secondary Traumatic Stress Prevention/Intervention  
Scholars that published following the foundational conceptualizations of 
secondary traumatic stress (STS) and related responses (vicarious trauma, compassion 
fatigue, burnout) have focused on early identification and intervention methods for 
addressing and reducing STS responses in clinicians to include self-care and wellness 
practices for clinicians (Sommer, 2008). Models of wellness and self-care in counselor 
education have been proposed to prevent/reduce the negative impacts of the work of 
counseling (Blount & Mullen, 2015; Coaston, 2017; Lenz & Smith, 2010; Lindo et al., 
2015; Merriman, 2015; Meany-Walen et al., 2016; O’Halloran & Linton, 2000; Ohrt et 
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al., 2015; Skovholt et al., 2001; Wolfe et al., 2012). Moreover, models of practice and 
supervision have been conceptualized in the literature to address STS and associated 
responses (i.e. vicarious trauma, compassion fatigue) in clinicians (Canfield, 2005; 
Etherington, 2000; Knight, 2004; Knight, 2013; Knight, 2018; Knight & Borders, 2018; 
Miller & Sprang, 2017). It is conceptualized that STS is mitigated by counselors having 
the opportunity, within supervision, to discuss the personal impacts and related emotions 
experienced when working with sexual abuse survivors (Etherington, 2000; Knight, 
2004; Knight, 2013; Knight, 2018). Moreover, it is conceptualized that supervisors can 
help to further reduce STS responses when they validate and normalize these experiences 
and help the supervisee develop ways to address these responses (Etherington, 2000; 
Knight, 2004; Knight, 2013; Knight 2018).  
Operational Definition of Secondary Traumatic Stress  
 For the purposes of this investigation, secondary traumatic stress (STS) was 
defined as a counselors’ response following direct exposure to the traumatic experiences 
of clients (Canfield, 2005). STS responses included the following symptoms (Bride et al., 
2004): (a) Intrusion/re-experiencing, (b) Avoidance, and (c) Increased arousal. The 
symptoms of intrusion/re-experiencing included the counselor having recurring thoughts 
or flashbacks about the secondary traumatic events, as well as intrusive recollections in 
the form of nightmares/dreams (Bride et al., 2004). In addition, intrusion/re-experiencing 
also involved elevated heartrate and strong emotional responses when reminded of client 
indirect trauma (Bride et al., 2004). Avoidance symptoms in the counselor included 
averting oneself to thoughts, feeling, people, or situations that remind the counselor of the 
indirect trauma exposure (Bride et al., 2004; Stamm, 1995). The counselor may have had 
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difficulty remembering details of client trauma (Stamm, 1995). Moreover, avoidance 
included the counselor being disinterested in previously enjoyed activities (Lipsky & 
Burk, 2009) and feeling emotionally numb (Figley, 1995). In regard to the symptom of 
increased arousal, the counselor experienced increased alertness to signs of danger and 
startling easily due to distorted cognitions and altered worldviews regarding safety of self 
and others (Bride et al., 2004; Lipsky & Burk, 2009; Stamm, 1995). In addition, these 
distorted cognitions may have led to feelings of hopelessness, fear, and self-blame 
(Lipsky & Burk, 2009). Increased arousal also included increased irritability and 
frustration, which, along with other symptoms, could have impacted the counselors’ 
personal relationships (Robinson-Keilig, 2014). Finally, increased arousal included 
anxiety, insomnia, inattention, somatic complaints, and on-going fatigue (Bride et al., 
2004; Figley, 1995; Stamm, 1995).  
Empirical Research of Secondary Traumatic Stress 
 As there is much discrepancy in the way secondary traumatic stress (STS) is 
defined in the literature, the literature is synthesized by first describing qualitative studies 
that attempted to capture the experiences of trauma counselors in relation to their work. It 
was essential to understand STS and related responses by the report of those experiencing 
it. Moreover, the empirical literature surrounding STS in the clinical fields is described. 
The empirical research surrounding STS mainly focused on understanding relationships 
between STS and other constructs that may serve as risk or protective factors for 
clinicians working with client trauma. There is a dearth of empirical research that 
examines intervention/prevention methods associated with STS in counselors.  
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Experiences of Trauma Therapists 
Lonergan, O’Halloran, and Crane (2004) completed semi-structured interviews 
with eight therapists who considered themselves to be child trauma specialists. The 
therapists were asked questions about their experiences working with children who had 
experienced trauma. The researchers utilized an interpretivist paradigm to guide the study 
and analyzed the data through open and pattern coding, as well as cross-group summary 
(Lonergan, O’Halloran, & Crane, 2004). The authors describe the findings utilizing the 
Integrated Developmental Model (Stoltenberg & Delworth, 1987) adapted to trauma 
therapist stages of development and included: (a) View of therapy, (b) Self-care issues, 
and (c) View of self. Underneath each stage of development were subthemes to further 
describe participant experiences in each stage (Lonergan, O’Halloran, & Crane, 2004).  
In regard to View of therapy participants described changes in the way they 
viewed the therapy process throughout their development as trauma therapists and 
became more flexible, relationship-oriented, and client-driven in their approaches over 
time. Additionally, systemic barriers to treatment were mentioned in regard to court 
system and child welfare involvement directing therapy goals and length of treatment 
(Lonnergan, O’Halloran, & Crane, 2004). Finally, in regard to the final two stages of 
development identified, Self-care issues and View of self, the participants described 
experiencing increased self-awareness about their responses to trauma work and how that 
led to engagement in self-care practices to address these concerns and increase 
satisfaction with their work (Lonnergan, O’Halloran, & Crane, 2004).  
When discussing coping strategies, supervision was mentioned as an essential tool 
that helped the participants cope with distress associated with the work. Particularly, 
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participants described how supervision was helpful in providing an opportunity to 
debrief, express current emotional responses related to the work, and have their 
experiences normalized (Lonergan, O’Halloran, & Crane, 2004). These participant 
experiences within supervision are consistent with the literature associated with the 
rationale for the current study. However, supervision was mentioned as one factor for 
coping and little detail was elicited from the participants about their specific experiences 
in supervision. Additionally, it would be beneficial for supervision interventions related 
to participant responses to be examined in experimental studies to endorse their 
effectiveness and allow for generalizability. 
Killian (2008) completed a mixed-method study to gain an understanding of STS 
and compassion fatigue responses in trauma counselors, as well as strategies for coping 
with stress responses. Qualitative data of semi-structured interviews with 20 participants 
were analyzed using the grounded theory approach to describe experiences of stress and 
coping while treating survivors of trauma (Killian, 2008). The qualitative data results 
indicated that the therapists were able to self-identify symptoms of stress associated with 
their jobs due to bodily sensations (i.e. headaches, fatigue), intrusion symptoms (i.e. 
recurring thoughts outside of work about client trauma experiences heard in their work), 
as well as increased arousal (i.e. irritability, anxiety). The participants also endorsed 
certain risk factors that led to increased stress responses and compassion fatigue, which 
include personal trauma history, lack of organizational and personal supports, high 
caseloads, altered worldviews, self-awareness. Additionally, participants shared that 
strategies for self-care were essential to mitigate the risk factors and included overall 
wellness practices (i.e. physical, relational, spiritual), as well as supervision and support 
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for debriefing and processing feelings about the work (Killian, 2008). Once again, 
supervision was mentioned by participants as being a mitigating factor for stress and 
compassion fatigue responses, which further validates the necessity of the current study. 
Moreover, missing from the results were important details about how processing was 
elicited by the supervisor and what the therapists found most effective in supervision.  
Harrison and Westwood (2009) completed a thematic content analysis study of 
the interviews of six participants who were identified through purposive sampling 
strategies. The participants had 10-30 years of experience working primarily with trauma 
populations. Prior to being asked to participate, the therapists were screened for burnout 
and compassion fatigue symptoms through the Professional Quality of Life: Compassion 
Fatigue and Satisfaction Subscales. The participants scored below clinical significance 
for burnout and compassion fatigue and self-identified as having been positively 
impacted from the work. The participants completed one structured interview to provide 
more demographic information about professional experience and environmental contexts 
of each participant (Harrison & Westwood, 2009).  
Semi-structured interviews were then completed with each participant to 
understand ways the participants manage wellness in trauma work and what protective 
factors the participants feel should be put into place to mitigate the impact of trauma 
work for therapists to be able to continue long-term providing treatment to this 
population (Harrison & Westwood, 2009). During member-checking procedures, the 
participants were interviewed regarding their perception of the revisions to the coding 
based on the participant feedback to ensure the participants felt the themes derived from 
the data were consistent with their experience (Harrison & Westwood, 2009). The 
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following themes were derived from the data: (a) Countering isolation in professional, 
personal, and spiritual domains of life, (b) Developing mindful awareness: Integrated 
practice of spirituality, (c) Consciously expanding perspective to embrace complexity, 
(d)Active optimism, (e) Holistic self-care, (f) Maintaining clear boundaries and honoring 
limits, (g) Exquisite empathy, (h) Professional satisfaction, and (i) Creating meaning.  
The themes derived from the data involve the therapists’ ability to develop 
cognitive coping strategies to mitigate altered cognitions due to trauma work and include: 
mindfulness, optimism about client ability to overcome their experiences, and finding 
meaning and satisfaction in trauma work.  Therapists also engaged in overall wellness 
practices that enhance their physical, emotional, cognitive, spiritual, and relational well-
being to sustain themselves in the work (Harrison & Westwood, 2009). Moreover, all of 
the therapists in this study specifically mentioned supervision as being essential in the 
process of reducing the impact of trauma work on the therapist. Specifically, the 
therapists describe continuing to engage in supervision with peers despite being seasoned 
professionals. The therapists believed it is vital to not feel alone and to reduce shame 
associated with vicarious trauma responses (Harrison & Westwood, 2009).   Additionally, 
the therapists believed that it was important to have the accountability in supervision to 
maintain their wellness, set professional boundaries, and increase their self-awareness 
(Harrison & Westwood, 2009).  
The findings of this study continue to build upon the rationale for supervision 
being one factor that could reduce trauma responses in therapists working with trauma 
populations. Specifically, the therapists in this study described the important need to have 
their feelings normalized by not being isolated or ashamed of their responses, but having 
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these responses validated within supervision and having the accountability to manage 
these experiences with support of supervision. Though this study described this essential 
need, there is still a dearth of literature regarding intervention studies that test the 
effectiveness of such practices to see if these factors truly can reduce STS responses in 
clinicians.   
Ling, Maple, and Hunter (2014) conducted a constructivist grounded theory study 
to explore experiences of indirect trauma exposure in counseling trauma populations, as 
well as strategies and factors counselors identify and utilize to manage the impact of the 
work. The researchers completed semi-structured interviews with 18 participants. 
Constant comparative analysis was utilized to analyze the interview data and derive four 
themes: (a) Thriving in trauma work, (b) Navigating the empathic journey, (c) Empathic 
stamina and engaging in self-reflexivity, and (d) Sustaining interest and commitment. 
Thriving in trauma work was defined as the reasons that the counselors continue working 
with trauma populations despite the difficulty of the field. Some of the reasons the 
counselors describe continuing in the field included finding purpose and meaning in 
trauma work, as well as opportunities to create social change through advocacy (Ling, 
Maple, & Hunter, 2014). The final theme, Sustaining interest and commitment, refers to 
the counselors’ need for ongoing professional development opportunities, diversity in 
professional responsibilities, and organizational support to remain in trauma counseling 
long-term. In regard to the two themes associated with navigating and having stamina for 
the empathic processes of the work, the counselors described the importance of being 
self-aware and monitoring their own responses to the indirect trauma exposure. 
Moreover, the therapists described how it helped them to manage their own trauma 
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responses by viewing client trauma responses as normal and framing the responses within 
an empathic context (Ling, Maple, & Hunter, 2014).  
The ability to maintain self-awareness was further highlighted by the counselors’ 
need for support from peers and supervisors. The counselors described clinical 
supervision as being vital to their ability to manage the stress of the work and experience 
release by sharing their experiences in a supportive environment (Ling, Maple, & Hunter, 
2014). Though clinical supervision was described as an essential protective factor, there 
was little detail provided about what aspects of clinical supervision were found to be 
most beneficial to the supervisees. However, the participants described the importance of 
supervisory support and having the opportunity to experience release by processing their 
responses to the trauma work. This study further supports the rationale for examining the 
impact of a supervision intervention that provides opportunities for trauma counselors to 
process their experiences within the safety of supervision to reduce STS responses.  
Bartoskova (2017) completed semi-structured interviews with ten participants 
who were trauma therapists in Scotland to understand their general experiences of 
working with clients who had experienced trauma and experiences of vicarious post-
traumatic growth in their work. The participants were chosen by meeting inclusion 
criteria of having at least 40% caseloads in clients who had experienced trauma. 
Interpretative phenomenological analysis was the method by which the researcher 
analyzed the data (Bartoskova, 2017). There were four overarching themes that were 
derived from the data. Each of the four themes had subthemes that provided greater detail 
of the data within each theme. The four themes were: (a) Responding to the client, (b) 
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Noticing growth within self, (c) Making a difference, and (d) Finding their own ways to 
process the trauma work (Bartoskova, 2017).  
The first theme, Responding to the client, was described by participants as their 
experiences with altered worldviews, decreased self-efficacy, feeling helpless in making 
a difference, and experiencing psychological disturbances as a result of engaging in the 
work of trauma therapy (Bartoskova, 2017). The author describes the common 
experience of negative impacts, such as vicarious trauma responses, occurring before 
growth can occur in the therapist (Bartoskova, 2017). Therefore, the following themes are 
about the trauma therapists’ growth through the work.  
The second theme, Noticing growth within self, included experiences of gratitude, 
self-awareness, and hopefulness as a result of doing trauma work. The third theme, 
Making a difference, describes growth from seeing change occur with clients during 
treatment and allowing client responsibility for change by reducing therapists’ 
expectations of themselves for client change (Bartoskova, 2017). The final theme, 
Finding their own ways to process the trauma work, was described as the therapists’ 
engaging in professional boundaries, self-care, work-life balance, increasing relational 
supports, and developing further knowledge (Bartoskova, 2017).   
Though this study builds upon knowledge about the experiences of trauma 
therapists and how they can experience growth beyond the negative impacts of trauma 
work, it leaves many questions unanswered about what is needed within supervision to 
support this growth. In the final theme of this study, social support was mentioned. One 
participant specifically described the importance of support within supervision as being 
vital in the process of finding ways to process trauma work and grow from it 
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(Bartoskova, 2017). This builds upon the support within the literature that supervision is 
essential for trauma therapists to have a safe place to process the impact of the work 
(Knight, 2018), but this study does not provide detail about specific supervision practices 
that the therapists found beneficial to them in processing the personal impacts and growth 
from the work.  
Supervision is mentioned as a protective factor throughout the qualitative studies 
that described trauma therapist’s experiences. Despite these supervision experiences 
being mentioned by participants as helpful, there is still a lack of literature regarding 
quantitative studies measuring the impact of specific supervision interventions on levels 
of STS. However, the participants’ endorsement that supervision plays a vital role in their 
ability to manage and experience growth in their trauma work provides further support 
that future study of supervision interventions to reduce trauma counselor impacts may be 
of benefit to the trauma therapy field.  
Secondary Traumatic Stress Risk Factors and Relationships with Related 
Constructs 
Sprang, Clark, and Whitt-Woosley (2007), completed a correlational design study 
to investigate the relationship between compassion fatigue, compassion satisfaction, and 
burnout, as well as contextual factors of mental health clinicians and their organizations. 
The sample that participated in the study were 1,121 mental health clinicians in one 
southern state (Sprang, Clark, and Whitt-Woosley, 2007). The Professional Quality of 
Life Scale was included in the survey along with a questionnaire about contextual factors. 
Higher compassion fatigue was associated with female gender and being in the psychiatry 
field. Moreover, increased levels of burnout were associated with rural practice settings. 
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Compassion satisfaction was positively associated with trauma training experiences 
(Sprang, Clark, and Whitt-Woosley, 2007). This correlational study further adds to the 
literature about potential risk and protective factors in regard to the impact of trauma 
work on the counselor; however, intervention studies are needed to begin to address ways 
to reduce these symptoms.  
The quantitative data in Killian’s (2008) mixed-method design study examined 
individual and environmental factors that predicted compassion fatigue (term used 
interchangeably for secondary traumatic stress in the literature), compassion satisfaction 
(positive impacts on the clinician from helping relationships with clients), and burnout in 
104 trauma counselors using a questionnaire derived from the Social Support Index, 
COPE, Professional Quality of Life-III. The results were analyzed using multiple 
regressions and correlations.  Social support (i.e. friends, family members, community) 
was the most significant predictor of compassion satisfaction. Moreover, increased self-
efficacy and perception of control over one’s professional work also predicted 
compassion satisfaction. Professional exhaustion, powerlessness about systemic 
constraints, self-awareness, and personal histories of trauma were predictive of 
compassion fatigue (Killian, 2008). Higher trauma caseloads (i.e. greater hours working 
with trauma clients per week) were negatively correlated with compassion satisfaction. 
Predictors of burnout included taking work stress home and work stress affecting 
personal relationships. In this study, there were limitations associated with sample size 
and issues with the measures being effective in capturing data about coping strategies, 
specifically strategies of debriefing and supervision. Moreover, the authors identified the 
need to further investigate best practices for mitigating trauma responses among 
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counselors working with trauma populations, specifically the need to further investigate 
supervision interventions (Killian, 2008). The results of this mixed-method study 
continues to support the validity of the current study.  
Bride, Hatcher, and Humble (2009) implemented a survey design study of 225 
substance abuse counselors. The variables studied through questionnaires were 
counselors’ training and preparation to work with trauma clients and levels of STS in 
their work. STS responses were measured by the Secondary Traumatic Stress Scale 
(STSS; Bride, Robinson, Yegedis, & Figley, 2004). In regard to training to work with 
trauma clients, only 39% of the counselors identified being trained in their graduate 
coursework to work with trauma populations, while 82% had participated in some level 
of continuing education trauma training. Of the counselors surveyed, 97% reported 
having trauma populations on their caseload. Moreover, more than half of the clients on 
their caseload endorsed traumatic experiences, with 30% of those clients identifying 
experiences of child sexual abuse (Bride, Hatcher, & Humble, 2009).  The findings 
indicated that 56% of the counselors endorsed at least one criterion of PTSD to include: 
(a) re-experiencing symptoms of intrusive thoughts about client work (48%), (b) 
emotional and physical arousal responses associated with working with trauma 
populations (27%), (c) avoidance of client traumatic material, emotional desensitization, 
withdrawal, and isolation (27%) (Bride, Hatcher, & Humble, 2009). The results indicate 
that there is a need to find ways to mitigate the impact trauma has on counselors working 
with trauma populations in order to increase attrition of counselors working with this 
population, as well as reduce the likelihood of counselors’ trauma symptoms impacting 
their ability to practice ethically and effectively (Bride, Hatcher, & Humble, 2009). 
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Therefore, the need for the current study is paramount to address this gap in the 
counseling literature to provide evidence-based supervision interventions that could serve 
as protective factors for counselors working with trauma populations.   
Craig and Sprang (2010) conducted a study to investigate the variables of 
compassion fatigue, burnout, and compassion satisfaction in relation to evidence-based 
trauma treatment practices with clients. A national sample of 532 trauma therapists who 
are licensed social workers and psychologists were administered the Professional Quality 
of Life Scale and the Trauma Practices Questionnaire. Multivariate statistical analyses 
were utilized to analyze the data. The results indicate that using evidence-based trauma 
treatment practices impacted the variables of burnout, compassion fatigue, and 
compassion satisfaction (Craig & Sprang, 2010). Hierarchical regression analysis 
indicated that therapists who had received no trauma treatment training, higher caseloads 
of trauma clients, working within in-patient treatment settings, lower utilization of 
evidenced-based practices, and being of a younger age were predictors of burnout 
symptoms (Craig & Sprang, 2010). Compassion fatigue was predicted by low usage of 
evidence-based treatment practices and higher caseloads of trauma clients. More years of 
experience in clinical work and greater utilization of evidence-based treatment practices 
were predictors of compassion satisfaction (Craig & Sprang, 2010). The results of the 
study provide a wealth of information about risk factors for negative impacts of clinical 
trauma work and some protective factors; however, do not add to the knowledge 
regarding evidence-based interventions for intervening with counselors experiencing 
impacts from trauma work. Moreover, the increase in risk related to lack of training, 
higher trauma caseloads, and within younger counselors, substantiates the need to 
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develop evidence-based supervision practices that will increase novice counselors’ self-
efficacy and capacity to engage in trauma counseling long-term. Therefore, the results of 
this study support the need for the current study.  
MacRitchie and Leibowitz (2010) examined the relationship between level of 
trauma exposure, empathy, social support, and STS utilizing a correlational design. The 
researchers utilized non-probability sampling to identify 64 participants who were trauma 
counselors living in South Africa. The participants completed an exposure checklist, 
along with the Compassion Fatigue Self-Test, Traumatic Institute Belief Scale, Crisis 
Support Questionnaire, and the Interpersonal Reactive Index. There was no relationship 
between level of exposure to trauma within one’s caseload being indicative of STS 
symptoms. For those counselors who had their own personal history of trauma, there was 
a significant relationship to higher STS symptomology (MacRitchie & Leibowitz, 2010). 
There was a moderate positive association between levels of empathy and STS scores in 
the participants. Specifically, counselors with a personal trauma history who had higher 
levels of empathy had higher levels of STS, while counselors without a personal trauma 
history did not. There was a moderate negative association between social support and 
STS (MacRitchie & Leibowitz, 2010). While this study created some discrepancy with 
previous literature that indicates higher exposure to trauma in one’s work increase STS 
responses, it is consistent with previous literature that identifies personal trauma history 
as a predictor of STS responses. These risk factors are vital to acknowledge; however, 
intervention studies, such as the current study, could help to develop protective factors 
for STS responses in counselors.  
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Sodeke-Gregson, Holltum, & Billings (2013) attempted to study prevalence and 
predictors of compassion satisfaction, burnout, and STS out of a sample of 253 trauma 
counselors working within the United Kingdom. The Professional Quality of Life Scale 
was used to measure the variables. Out of the participants, 70% endorsed high level of 
risk for STS. Compassion satisfaction was predicted by developmental maturity, 
professional development, support of administrators and supervisors (Sodeke-Gregson, 
Holttum, & Billings, 2013). Younger age and a lack of administrative support were 
predictors for burnout. Higher levels of STS were predicted by more engagement in 
individual supervision practices, self-care activities, and personal trauma histories 
(Sodeke-Gregson, Holttum, & Billings, 2013). This study was limited to therapists 
working only with adult trauma clients and excluded therapists working with child 
trauma populations. Therefore, this is a limitation in connecting this study to the 
relevance of the current study, which is focused on counselors working with child 
survivors of sexual abuse. Moreover, this study had inconsistent results with previous 
literature in that increased supervision and self-care practices were associated with higher 
levels of STS. It is unclear the reason these results differ from other literature; however, 
the researchers stated that this could be due to the quality of the supervision received 
because the findings also indicted that support within supervision was a predictive factor 
for compassion satisfaction in trauma work (Sodeke-Gregson, Holttum, & Billings, 
2013). The results of this study further validate the need for the current study to continue 
to identify the specific aspects of supervision that could be implemented to reduce STS 
responses in trauma counselors.  
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Robinson-Keilig (2014) completed a correlational study with 320 mental health 
clinicians to examine relationships between interpersonal relationship disruption and 
sexual relationship disruption with STS. The results of the study indicated a negative 
association between STS levels and relationship satisfaction, healthy interpersonal 
communication patterns, and social intimacy (Robinson-Keilig, 2014). There was no 
significant relationship between STS levels and sexual relationship factors (Robinson-
Keilig, 2014). While this study supports theoretical concepts of STS and the impact it can 
have on relationships, it is still focused on risk factors of STS rather than mitigating 
factors. The current study seeks to examine an intervention that could reduce STS 
symptoms rather than studying how symptoms relate to one another. 
Though the aforementioned quantitative studies further help to develop a sound 
basis for understanding factors that predict STS and variables that are associated with 
STS, there is a dearth of intervention studies within the literature to address STS 
responses in clinicians. The quantitative studies mentioned in this review help to further 
conceptualize STS risk factors and interrelationships between symptoms and the person 
of the therapist. This knowledge is essential for supervisors to be mindful of risk and 
protective factors; however, the counselor education field needs further study regarding 
interventions that could mitigate STS responses in clinicians.  
Affective Check-In Supervision Intervention 
Clinical supervision historically and presently has been regarded as the most 
crucial part of the education and preparation of trainees in the mental health professions 
(Goodyear, 2007). Clinical supervision is a relationship-oriented approach to learning, 
which includes an individualized and intimate educational experience that enhances a 
58 
  
counselor-in-training’s, or supervisee’s, professional growth, self-efficacy, and 
counseling skills (Milne, 2007).  The clinical supervisor, also referred to in this 
investigation as supervisor, evaluates the supervisee’s competency as an ethical and 
effective practitioner (Bernard & Goodyear, 2014). Supervisors are ethically responsible 
for their supervisees’ counseling practice with clients and are considered liable for her/his 
supervisee’s actions (Barnett & Molzon, 2014). Therefore, supervisors are ethically 
responsible for facilitating the growth and development of their supervisees within the 
supervisory relationship (American Counseling Association, 2014). 
Supervisors’ ethical responsibilities to enhance, evaluate, and monitor the 
supervisees’ development is linked to another main purpose of supervision, which is to 
improve treatment outcomes for clients (Milne, 2007). Therefore, supervision has been 
considered a triadic relationship (client, supervisor, supervisee), with the supervisee 
being the common thread throughout the triad (Frawley-O’Dea & Sarnat, 2001). In 
addition, the supervisee learns and uses the skills and information from the supervision 
relationship in therapy with clients, as well as shares information regarding their use of 
skill and client presentations with their supervisor to improve their professional 
counseling practice (Frawley-O’Dea & Sarnat, 2001).  
Furthermore, the phenomenon of the parallel process in clinical supervision is 
also essential to note, as the supervisee may unknowingly present with challenges similar 
to the clients they discuss in supervision. In turn, the supervisee may engage with their 
clients in ways similar to how the supervisor responded to the supervisee’s presentations 
(Friedlander, Siegal, & Brenock, 1989). Conceptually, this phenomenon is grounded in 
psychodynamic theories of supervision; however, this concept also connects to the way 
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scholars define STS, as the clinician begins to exhibit trauma symptoms that mirror that 
of their clients’ (Stamm, 1995). Moreover, scholars  have conceptualized supervision as a 
way to mitigate STS responses among clinicians working with trauma survivors 
(Etherington, 2000; Etherington, 2009; Knight, 2004; Knight, 2018) due to the nature and 
purposes of supervision (i.e. building self-efficacy, growth, development, competence, 
self-monitoring of supervisee [Milne, 2007]), the nature of the parallel process 
[Friedlander, Siegal, & Brenock, 1989]), and supervision as a triadic relationship that can 
ultimately improve trauma survivors’ outcomes in treatment (Fawley-O’Dea & Sarnat, 
2001; Milne, 2007). Therefore, scholars are beginning to address the need for trauma-
informed supervision practices. 
Theory of Trauma-Informed Supervision 
Over the last 40 years, researchers and scholars have had considerable interest in 
understanding trauma, the impact of trauma, and ways to treat trauma responses (Knight, 
2018). The latter years of this inquiry have led to knowledge regarding the impact of 
trauma on the counselors who treat trauma survivors (Knight, 2018). Due to trauma 
researchers’ findings, current knowledge has increased regarding how common and 
pervasive trauma is (Knight, 2018). At the organizational level, theories of trauma-
informed care have been identified and implemented to improve sensitivity to the needs 
of trauma survivors utilizing services in helping professional environments (Fallot & 
Harris, 2008). Scholars in the mental health professions conceptualized trauma-informed 
practice in regard to approaches to therapy that take into account the impact of trauma on 
the survivors and allow for corrective, healing experiences in therapy (Berger & Quiros, 
2016). Five principles guide trauma-informed practice that are conceptualized to be the 
60 
  
antithesis of what trauma survivors experience during traumatic events (Hales, Kusmaul, 
& Nochajski, 2017) and include: (a) safety, (b) trust, (c) collaboration, (d) choice, and (e) 
empowerment (Harris & Fallot, 2001).  
Trauma-informed supervision has been a bi-product of the trauma-informed care 
and practice movements and includes an environment consistent with the five principles 
listed above for supervisees (Berger & Quiros, 2016). Additionally, trauma-informed 
supervision includes: (a) supervisors with considerable knowledge of trauma symptoms 
and treatment, (b) supervisors competent in recognizing and addressing the impact of 
trauma on the clinicians working with trauma populations, and (c) supervisors who 
possess clinical supervision training and expertise (Berger & Quiros, 2016). Knight 
(2018) conceptualized the integration of trauma-informed supervision practices with the 
discrimination model of supervision (Bernard & Goodyear, 2014), as the roles of teacher, 
counselor, and consultant facilitate the needs of trauma counselors in supervision. The 
needs of trauma counselors in supervision as outlined by Knight (2018) include: 
“guidance, education, and support” (p. 20). The foundations of trauma-informed 
supervision are directly linked to the components of the affective check-in supervision 
intervention implemented in this investigation. 
Knight’s Theory of the Affective Check-in Supervision Intervention 
Knight (2004; 2013; 2018) conceptualized the idea of an “affective check-in” 
from the conceptualization of supervision as a potential moderator for secondary 
traumatic stress (STS) and other responses in counselors (vicarious trauma, compassion 
fatigue, indirect trauma exposure responses) working with survivors of childhood sexual 
abuse. Knight (2004; 2013) originally proposed the affective check-in based on the 
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theories of supervision as a moderator for STS responses as outlined by Etherington 
(2000). The affective check-in included (Knight, 2004; 2013): (a) inquiry of personal 
impacts/responses (thoughts, feelings, experiences), (b) validation (normalization, 
empathy, support), and (c) discussion of ways to manage these responses (with support 
and accountability from supervisor). The affective check-in was identified as a practical 
way that supervisors could assess and intervene with supervisees’ currently experiencing 
trauma responses to their clients and the work of trauma counseling (Knight, 2004). 
More recently, Knight (2018) discussed the elements of the affective check-in, in 
her conceptualization of trauma-informed supervision theorized within the discrimination 
model. The discrimination model of supervision is considered a process model of 
supervision (Bernard & Goodyear, 2014). Process models of supervision are focused on 
the relational and educational processes of supervision (Bernard & Goodyear, 2014). The 
discrimination model of supervision involves the supervisor assessing supervisees’ 
current needs for focus in the supervision session. The focuses within this model are 
(Bernard, 1979; Bernard, 1997; Bernard & Goodyear, 2014): (a) intervention (skill-
focused regarding supervisee interventions/techniques with clients), (b) conceptualization 
(supervisees’ understanding of client needs/strengths and resulting rationale for 
interventions chosen to address the needs), and (c) personalization (supervisee self-
awareness and self-management of personal responses impacting work and 
countertransference responses to clients). Within the discrimination model, the supervisor 
responds to the supervisees’ needs within three roles (Bernard, 1979; Bernard, 1997; 
Bernard & Goodyear, 2014): (a) teacher (instruction, modeling, feedback to provide 
supervisee with structure), (b) counselor (processing internal responses to professional 
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roles/work to increase supervisee reflexive abilities), and (c) consultant (collaborative 
processes that challenge the supervisee to think/act more independently). Knight (2018) 
discusses the need for trauma-informed supervision interventions, like the affective 
check-in, to be situation-specific (as the discrimination model proposes) and to address 
the ever-changing needs of counselors working with trauma populations, as intensity and 
experiences are likely to change between supervision sessions. Many aspects of the 
affective check-in supervision intervention are consistent with the focuses and roles of 
the discrimination model (Knight, 2018). The ways in which the affective check-in 
supervision intervention are connected to trauma-informed supervision and the 
discrimination model will further be explored in the sections below.  
Theory of Inquiry and Validation 
 In an effort to reduce feelings of shame, supervisees are likely to avoid 
discussion of difficulties associated with trauma work that are impacting them personally 
and professionally (Yourman, 2003). Therefore, trauma counselors are likely not to 
discuss impacts of trauma work unless the supervisor takes responsibility for prompting 
this information (Cunningham, 2004). Without the affective check-in, it is highly possible 
that STS responses of supervisees may not be known to the supervisor (Knight, 2004; 
Knight, 2013; Knight, 2018). Moreover, as in the discrimination model, supervisees’ 
current needs must be assessed in order for the supervisor to focus the affective check-in 
to meet the supervisees’ present concerns (Bernard & Goodyear, 2014). The inquiry by 
the supervisor allows for supervisor assessment and increases supervisee reflexivity by 
the supervisee becoming aware of the ways they are personally/professionally being 
impacted by their work with CSSA (Knight, 2018). The supervisor can then respond 
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within the appropriate role (counselor, consultant, teacher) and focus the affective check-
in based on the supervisees’ response (Bernard & Goodyear, 2014; Knight, 2018).  
In addition, the affective check-in could offer a safe, open environment for the 
supervisee to be able to share responses to their work (thoughts, feelings, experiences), 
and to have these feelings validated by their supervisor by being reassured that these 
responses are normal, okay, and understood through education about STS responses 
(Knight, 2003; Knight, 2014). Normalization and validation are likely to increase trust in 
the supervisory relationship and allow for a stronger working alliance between supervisor 
and supervisee (Bridges, 1999). The working alliance between supervisor and supervisee 
is essential to the success of the affective check-in due to a poor alliance being one of the 
most common factors leading to a supervisee withholding essential information from 
their supervisor that could impact client progress in treatment (Ladany, Hill, Corbett, & 
Nutt, 1996). In addition, trauma-informed supervision is associated with increasing 
safety, trust, and supervisee empowerment (Berger & Quiros, 2016; Knight, 2018). 
Supervisors intentionally prompting these difficult conversations in a safe environment, 
could also lead to open, collaborative discussions about management strategies for 
addressing responses reported by the supervisee (Knight, 2018).  
Theory of Management Discussion  
The final purpose of the affective check-in is to prompt productive conversations 
between the supervisor and supervisee about ways to manage these responses to decrease 
the personal and professional impacts they may have (Sommer, 2008). While the 
management discussion may include instruction for the supervisee about certain 
management strategies, an essential aspect of this task is that the management strategies 
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should be created in a collaborative manner that respects the unique qualities, needs, and 
experiences of each supervisee (Knight, 2013; Knight, 2018). Collaboration and 
empowerment are even more essential when supervisees are trauma survivors themselves 
(Knight, 2013). This is consistent with the idea that the supervisor may need to take on 
the role of consultant in order to increase the trauma-informed elements of choice and 
empowerment of the supervisee to decide what is going to be most beneficial for them in 
managing responses to their work with CSSA (Bernard & Goodyear, 2014; Knight, 
2018). More collaborative, relational approaches to supervision can increase the 
likelihood for honest and authentic dialogue between supervisor and supervisee, which is 
essential for supervisees who are being asked to share personal impacts with the 
supervisor (Peled-Avram, 2017).  
Ethical Considerations 
Knight (2018) notes the importance of appropriate boundaries during affective 
checking-in with supervisees, while utilizing the discrimination model’s (Bernard, 1979; 
Bernard, 1997; Bernard & Goodyear, 2014) counseling supervisory role to attend to 
creating an environment of support for the supervisee. The supervisor should maintain 
trust and safety in the relationship by setting clear boundaries that differentiate the 
affective check-in supervision intervention from personal counseling of the supervisee 
(Knight, 2018). The supervisor should clarify the reason for eliciting information about 
personal impacts of the work also for the purposes of consultation and education 
(Bernard & Goodyear, 2014) to help the supervisee feel empowered in their trauma work 
with clients through increased self-awareness, self-monitoring, and regulation through 
individualized management strategies (Knight, 2018). A supportive and educational 
65 
  
supervision experience, as could be elicited by affective checking-in, could also increase 
the self-efficacy of clinicians. Increasing self-efficacy could decrease the likelihood of 
STS and related responses (Day, Thurlow, & Woolliscroft, 2003). Therefore, client 
outcomes are likely to be enhanced through the affective check-in (Patton & Kivlighan, 
1997), which is the purpose of supervision (Milne, 2007). 
Operational Definition of Affective Check-in Supervision Intervention 
 The supervision intervention investigated was the incorporation of an affective 
check-in (Knight, 2004; Knight, 2013) into supervision sessions of the counselor 
participants by trained supervisors. The affective check-in included the following 
components (Etherington, 2000; Knight, 2004; Knight, 2013): (a) an inquiry into the 
counselors’ current reactions to clients who are child survivors of sexual abuse (CSSA), 
(b) validation by supervisor, and (c) management discussions. Each of these components 
are described in detail below. 
Inquiry. The inquiry portion of the check-in included prompts by the supervisor 
to allow the counselor participant an opportunity to reflect on and process current 
thoughts, feelings, and personal impacts related to working with CSSA (Knight, 2004; 
Knight, 2013). The purpose of this part of the intervention was for the supervisor to 
create a safe space for the supervisee to openly and honestly process their current internal 
experiences regarding their work with CSSA (Knight, 2004; Knight, 2013; Knight, 
2018). The initial prompt in this inquiry was broad and open-ended, as the needs and 
experiences (personal or professional) of the supervisee differed across supervision 
sessions (Knight, 2004; Knight, 2013). An example of an initial inquiry prompt is: “How 
are you currently feeling about your work with CSSA?,” “How is working with the 
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CSSA population currently impacting you personally or professionally?,” or “What are 
your current thoughts about your work with CSSA clients?.” 
Following the supervisees’ responses to the initial prompt, the remaining focus of 
the supervisors’ inquiries included the supervisors’ asking open-ended questions and 
utilizing active listening that allow the supervisees to process in further detail the current 
feelings, thoughts, or impacts regarding their work with CSSA. The purpose of this 
processing was to allow the supervisee safety, space, and time to engage in honest and 
open conversation within the safety of the confidential supervisory relationship (Knight, 
2004; Knight, 2013; Knight, 2018). The supervisor utilized active listening skills (i.e. 
open body language, nodding, leaning-in toward the supervisee, summarizing, 
paraphrasing, empathic responses) during processing. In addition the supervisor used 
open-ended prompts, or probing, such as: “Tell me more about…,” “Share with me 
how…,” “How does this feeling impact you personally?,” or “In what ways do these 
thoughts impact you in your professional role counseling CSSA?” Depending upon the 
supervisees’ current experiences, the processing was related to thoughts or feelings about 
specific clients, thoughts or feelings about working with CSSA in general, personal 
impacts due to work with CSSA (i.e. personal relationship difficulties, withdrawal from 
previously enjoyed activities, sleep disturbance, altered worldviews), or 
professional/ethical concerns related to current functioning in their role counseling CSSA 
(Knight, 2004; Knight, 2013). The inquiry allowed the supervisee to engage in self-
reflection and increase self-awareness regarding their internal responses to their work.  
Validation. Following the counselor participants’ processing, the supervisor 
validated the counselor participants’ shared experience by normalizing and 
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acknowledging the counselor participants’ experiences as being okay and understood 
given their work with CSSA (Knight 2004; Knight, 2013). Validation/normalization may 
include statements such as: “It is understandable to feel overwhelmed by hearing multiple 
CSSA trauma narratives in one day. Checking out during that session may have been a 
way of protecting yourself.,” “It would be difficult for anyone to not to view the world 
differently as a result of what your clients have shared with you that they experienced by 
their perpetrators. We all may be more protective of the children in our life now.,” “It is 
okay to be angry sometimes when the system does not protect CSSA.,” or “Being 
impacted by working with CSSA is almost inevitable. You are not alone in that.”  
Normalization and validation of secondary trauma responses allowed the supervisees to 
feel less isolated, judged, and ashamed by their current responses to working with CSSA. 
In addition, it allowed for the supervisees to feel empowered that there was hope for 
managing such responses in the following management discussion (Knight, 2004; Knight, 
2013). 
Normalization sometimes included the supervisor providing education about the 
prevalence and normalcy of secondary trauma responses in trauma counseling with 
CSSA. In addition, specific information about the current secondary trauma responses of 
the supervisees (i.e. altered worldview, recurring thoughts about client trauma content, 
relational difficulty due to work with CSSA) were discussed in detail to increase 
supervisees’ knowledge about their experiences. Providing information about the 
experience normalized and validated the supervisees’ response, in addition to giving 
supervisees power over their experiences through knowledge that they were not alone and 
their experiences were understood (Knight, 2004; Knight, 2013).  
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Management discussion. Finally, the management discussion involved the 
counselor participant and supervisor engaging in collaborative problem-solving and goal-
setting in regard to ways to manage any negative responses to work with CSSA (Knight, 
2004; Knight, 2013). An essential aspect of this part of the intervention was 
collaboration. The supervisee felt empowered to choose strategies for managing their 
current thoughts, feelings, impacts to working with CSSA in a way that fit their 
individual needs (Knight, 2004; Knight, 2013). This discussion and the management 
strategies identified varied per supervisee and current circumstances/experiences. 
Supervisees were viewed as the expert of self and cultural contexts/worldviews were 
respected and taken into account when engaging in discussion about ways to manage 
current impacts (Knight, 2004; Knight, 2013). Therefore, a one-size-fits-all approach was 
not be taken in this part of the intervention.  
The supervisor, at times, took on an educative role in the process of explaining 
management strategies that may be beneficial; however, the supervisee had choice in 
deciding what ewordk best for them in regard to their current experiences (Knight, 2018). 
The purpose of supporting the supervisees in developing management strategies was not 
an effort to cure the supervisees’ current responses to work with CSSA, but to help them 
learn to manage responses and grow from their experiences (Knight, 2018). Some 
management strategies that could be explored with the supervisee included: (a) 
mindfulness/meditation practices, (b) setting professional/personal boundaries, (c) 
avoiding further trauma exposure in daily life (i.e. television shows, movies, books, news 
reports, social media), (d) increasing social support, (e) engagement in fulfilling 
experiences in personal life, (f) cognitive restructuring, (g) relaxation techniques, (h) 
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physical wellness activities, (i) spiritual wellness activities, (j) expressive arts, and (k) 
personal counseling for the counselor (Knight, 2004; Knight, 2013; Knight, 2018).  
In addition to exploration of management strategies to meet the supervisees’ 
current needs, the supervisors followed-up about previous needs and strategies discussed 
in prior supervision sessions. This increased accountability of the supervisees to 
implement the strategies discussed (Knight, 2004; Knight, 2013). The supervisors elicited 
supervisees’ feedback about management strategies that did and did not work for them in 
order to increase supervisees use of strategies that were beneficial to them in managing 
responses (Knight, 2004; Knight, 2013; Knight, 2018). Moreover, the supervisors ended 
the management discussion by eliciting information about the supervisees’ current areas 
of growth in managing responses and ways they could make meaning of their experiences 
by returning to their personal core purposes in engaging in the work of counseling with 
CSSA (Miller & Sprang, 2017). The management discussion and acknowledgement of 
growth increased supervisees’ hopefulness in their ability to manage personal impacts 
and continued in the work of counseling CSSA (Knight, 2018; Miller & Sprang, 2017). 
Empirical Research 
 Given that there has been no empirical study of the proposed intervention, the 
review of empirical research regarding the affective check-in supervision intervention is 
focused on literature that builds upon the knowledge of supervision practices included in 
the affective check-in that have benefitted trauma therapists, or related professionals in 
their work. The review begins with qualitative accounts of trauma therapists in 
supervision and of supervisors who are providing the supervision to trauma therapists. In 
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addition, a review of empirical investigations is included that related to supervision 
involving some element that is a part of the affective check-in supervision intervention.  
Supervision Experiences of Trauma Therapists 
Sommer and Cox (2005) conducted a qualitative study with counselors who 
worked with survivors of sexual violence. An interpretive approach and constant 
comparative methods were utilized to analyze the data from semi-structured interviews. 
Four themes were derived from the data. The first theme involved the participants 
describing the importance of being able to process, within supervision, the personal 
impacts and feelings associated with engaging in trauma work with survivors of sexual 
violence (Sommer & Cox, 2005). The second theme included the value participants found 
in the supervisors addressing vicarious trauma responses and having these responses 
validated and normalized in supervision. The third theme included supervisees’ 
perceptions of what was helpful in supervision: (a) calm presence, (b) conversations 
about self-care, and (c) a collaborative supervisee-supervisor relationship (Sommer & 
Cox, 2005). The final theme involved the counselors’ perceptions that organizational 
issues increased their negative trauma responses to their work, which included: (a) having 
administrators as supervisors, (b) not having enough time allotted for supervision, and (c) 
the need for ongoing training to work with this population to have increased self-efficacy 
(Sommer & Cox, 2005).  
The results of this study are consistent with the elements of the affective check-in 
supervision intervention implemented this study, despite Sommer and Cox’s (2005) study 
being focused operationally on vicarious trauma responses, rather than STS responses. 
The participants described the essential elements of supervision as having the opportunity 
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to process personal impacts and associated responses, having these experiences validated, 
and discussing strategies to address these impacts (Sommer & Cox, 2005). These aspects 
are all part of the affective check-in supervision intervention and should be empirically 
validated in an experimental study to examine their effectiveness for reducing STS 
responses, which encompass vicarious trauma experiences.  
Sommer and Cox (2006) conducted another study about experiences of trauma 
counselors in supervision as shared by the narratives, or stories, of the counselors. The 
authors suggestedd that trauma counselor story-telling in supervision could mitigate 
vicarious trauma responses in counselors (Sommer & Cox, 2006). The researchers 
utilized a basic interpretive approach to analyze the data derived from semi-structured 
interviews with nine participants to understand how the participants made meaning of 
their experiences in sexual violence counseling and associated clinical supervision 
(Sommer & Cox, 2006). Of the nine participants interviewed, five shared “stories” about 
their work as sexual violence counselors, while the others did not feel they had the 
capacity to do so. Some participants provided potential titles for books based on their 
experiences as sexual violence counselors and explained the meaning behind them. The 
authors utilized Campbell’s (1973) Stages of the Hero’s Journey to describe the journey 
of the sexual violence counselors in their work. The stages of separation, initiation, and 
return are used to describe the journey the participants shared in experiencing a shift in 
who they are and worldview based on their initial experiences, followed by learning 
strategies for overcoming the challenges in the work, and eventually leading to growth 
through the work (Sommer & Cox, 2006).  
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The participants described collaborative, clinical supervision as an outlet to 
process their responses and personal impacts of trauma work. Moreover, the participants 
described the importance of having a supervisor who provided a supportive, caring 
response to their sharing in supervision, as well as concrete information about ways to 
address these responses and set personal and professional boundaries for wellness 
(Sommer & Cox, 2006). This study adds to the support in the literature for supervision 
interventions, such as the affective check-in, being a means to mitigate trauma responses 
in clinicians; however, this study was specifically focused on supervision related to 
vicarious trauma responses, rather than STS. The results of this study provide further 
support for the affective check-in supervision intervention in regard to participants 
describing supervision as a protective factor when they are able to process their responses 
to the work and learn ways to address them in a supportive supervisory relationship.  
Wymer and colleagues (in review) conducted a qualitative study with clinicians 
who worked with child survivors of sexual abuse to examine their supervision 
experiences related to STS responses. The researchers used a consensual qualitative 
research design to analyze the data from semi-structured interviews. The findings of the 
data analysis procedures led to six domains. Cross analyses led to categories and 
subcategories within these domains, as well as frequency labels displaying occurrence 
across participants. The first domain involved the participants describing challenges of 
working with CSSA (Wymer et al., in review). Some of the most frequently reported 
challenges, as outlined by the two general categories, included difficulty managing 
unsupportive and traumatic parental responses to child sexual abuse experiences, as well 
as personal and professional responses to engaging in counseling with this population. 
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Additional challenges reported by participants included not feeling competent to engage 
in working with CSSA upon entering the field and how this led to feelings of distress. 
Moreover, participants described the complexities of navigating the child welfare system 
as also adding unanticipated stress when working with CSSA (Wymer et al., in review).  
 The second domain involved a more detailed account of the clinicians 
interpersonal, intrapersonal, and somatic responses to working with CSSA (Wymer et al., 
in review). Some of the disruptions included: (a) altered worldview (i.e. vicarious trauma 
responses), (b) lack of self-efficacy, (c) desensitization, (d) re-experiencing symptoms, 
(e) hypervigilance, and (f) anxiety/arousal responses to working with CSSA. The third 
domain included the clinicians sharing experiences of growth in working with CSSA by 
feelings of increased self-efficacy over time, engaging in meaning making related to their 
work with CSSA, and positive changes in their responses to working with clients (e.g. 
increased empathic abilities, less naivety, patience, present-moment focus; Wymer et al., 
in review).  
The final domain was related to wellness practices the clinicians used to manage 
the aforementioned responses. Some of these practices included: (a) intentionally 
planning enjoyable experiences outside of work, (b) setting boundaries between their 
personal and professional lives, and (c) having a strong support system and regularly 
enjoying time with friends, co-workers, family, and partners (Wymer et al., in review). In 
addition, participants described ways their organization could or have supported their 
wellness that they find useful, which included perceived support of administrators, ability 
to manage their own caseloads, flexible scheduling of clients, being encouraged to take 
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time off of work, and encouragement of healthy limit-setting between personal and 
professional life (Wymer et al., in review). 
The fourth and fifth domains included the clinicians’ reported protective and 
inadequate supervision experiences in their work with CSSA. One frequently occurring 
category in this domain was regarding supervision structure, which included the 
clinicians feeling their supervisor was accessible to them when needed, collaborative in 
problem-solving, and competent in sharing interventions/information specifically for 
working with CSSA. In addition, clinicians expressed the importance of regularly 
scheduled supervision that they could depend on and flexibility in addressing current 
needs of the clinicians during supervision. Some of the foci of supervision that the 
clinicians reported as helpful in their work with CSSA were: (a) focus on increasing self-
efficacy, (b) discussion personal impacts of the work with validation/normalization by 
supervisor and discussion of management strategies, and (c) strong supervisory 
relationship that included trust, honesty, and openness. Another common experience was 
the importance of peer consultation when supervision experiences were inadequate to 
address their needs. The clinicians described the following experiences as being 
inadequate to addressing their needs in supervision: (a) lack of structure in supervision 
sessions, (b) poor alliance/relationship with supervisor, (c) lack of supervisors’ 
competence working with CSSA, (d) administrative dual roles of supervisor leading to 
lack of safety in disclosure, and (e) feeling invalidated when sharing personal impacts of 
trauma counseling with CSSA.  
The results of this study supported the conceptualization of the affective check-in 
supervision intervention implemented in this study, and the reasons this intervention was 
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necessary for counselors working with CSSA. Participants described having a safe 
environment to share personal impacts of working with CSSA, feeling 
validated/understood by the supervisor, and discussing ways to manage these responses 
as being vital in their supervision (Wymer et al., in review). Though these aspects support 
the conceptualization of the affective check-in, there is still a need to empirically validate 
this intervention with a study including experimental control.  
Though these qualitative studies provide support for the affective check-in 
supervision intervention utilized to impact the dependent variable, there is a need to study 
the impact these supervision practices could have on STS responses in counselors. It is 
essential that this study goes beyond what has been mentioned as being helpful by 
participants to fully examine the effectiveness of supervision interventions in truly 
mitigating the impact of trauma work on counselors. Moreover, by engaging in a study 
that involves experimental control, it is likely that the results could be generalized within 
a broader context in our field beyond the capacity of qualitative designs. 
Supervisor Experiences in Trauma-Informed Supervision 
A qualitative study by Berger and Quiros (2016) provided a description of 12 
supervisors’ experiences in training trauma-informed practitioners. Data from one semi-
structured interview per participant were analyzed using constant comparison 
methodology. Three themes were derived from the participants’ experiences and 
included: (a) Factors that shaped supervision for trauma-informed practice, (b) 
Challenges in providing supervision for trauma-informed practice, and (c) Perceived 
effective strategies (Berger & Quiros, 2016).  
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In regard to the first theme, Factors that shaped supervision from trauma-
informed practice, the supervisors reported that the characteristics of the supervisee and 
supervisor played a part in the supervisory relationship and content of the supervision 
within trauma-informed practice settings. Specifically, vicarious trauma and previous 
trauma history of supervisees was mentioned as being a large component of supervision 
content when present (Berger & Quiros, 2016). Moreover, the supervisors’ trauma 
training (i.e. models of treatment), experiences in trauma work, and trauma-informed lens 
were also essential conditions of the supervision in this practice setting. Finally, aspects 
the supervisory relationship emerged within this theme as vital to the content and nature 
of supervision and included: (a) structured supervision (i.e. consistent, frequent, 
accessible, non-administrative), (b) model of supervision (i.e. emphasizing relational, 
trauma-informed approaches) to supervision, (c) supervisory style (i.e. mutual respect, 
supportive), (d) population served (i.e. level of trauma, vulnerability to oppression and 
discrimination), and (e) agency variables (i.e. structure, culture, models of treatment 
utilized) (Berger & Quiros, 2016).  
The final two themes include challenges and strategies. The second theme, 
Challenges in providing supervision for trauma-informed practice, included: (a) complex 
client conceptualizations, (b) client systems involvement (i.e. legal), and (c) resources for 
clients and clinical staff being limited (i.e. high caseloads, no funding for training). 
Participants described these experiences as most challenging in providing supervision to 
trauma practitioners (Berger & Quiros, 2016). The third theme, Perceived effective 
strategies for providing supervision for trauma-informed practice, were the ways the 
participants believe the supervision is working to the benefit of the supervisees and 
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trauma clients. Some of the strategies identified by the participants were: (a) 
empowerment of supervisees via validation, collaboration, providing opportunities for 
autonomy and self-determination, (b) attending to the relationship through self-disclosure 
and normalization and consistently checking-in about the supervisees current functioning, 
(c) creating safety and support via encouraging authenticity by creating an individualized 
experience based on supervisee characteristics, modeling and encouraging honesty and 
vulnerability, (d) attending to the parallel process by allowing the supervisee to process 
trauma experiences and responding in ways they can utilize with their own clients, (e) 
emphasizing knowledge by providing information and support for supervisees to be 
abreast of the most current research, training, and models for trauma-informed practice, 
and (f) advocating for supervisee self-care within the organization and inside direct 
conversations within the supervision sessions (Berger & Quiros, 2016).  
While this study continues to add to the literature base by understanding 
supervisors’ perspectives regarding trauma-informed supervision, there was a lot of 
subjective information about what the supervisors perceived to be effective without the 
experiences and perceptions of the supervisees being recognized within this study. 
Despite this limitation, this study continues to support the elements of the affective 
check-in supervision intervention in regard to supervisees working with trauma 
populations needing the opportunity to have a supervisor consistently, within a safe and 
supportive environment, checking-in with them about the personal impacts of trauma 
work, normalizing and validating these responses, as well as supporting their ability to 
effectively cope and provide effective treatment to trauma clients (Berger & Quiros, 
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2016). However, there is still a need for these perceived effective supervision strategies 
to be empirically investigated as to their effectiveness in practice.  
Effective Supervision Practices Related to Affective Check-in Intervention Elements  
 A study conducted by Slattery and Goodman (2009) sought to examine the 
relationship between secondary traumatic stress (STS) and workplace factors, such as 
quality and satisfaction of supervision. The participants were a convenience sample of 
148 domestic violence advocates (118 reported being in clinical supervision) working in 
a variety of professional roles and settings. The variable of STS was measured by the 
PTSD Checklist-Stressor Specific. Quality clinical supervision was measured by the 
mentor scale of the Relational Health Index. In addition, workplace social support and 
access to power were constructs studied (Slattery & Goodman, 2009). 
 Quality of clinical supervision, workplace social support, and shared power were 
negatively and significantly associated with STS. Quality indicators of clinical 
supervision, as was measured in this study, were engagement and authenticity of the 
supervisor and an empowering clinical supervision relationship. Additionally, the 
variables of shared power and social support predicted lower levels of STS (Slattery & 
Goodman, 2009).  
Limitations of the study were the use of a convenience sample, rather than 
random sampling, which reduces the external validity of the study. In addition, the 
measure used to assess the quality of clinical supervision is not validated for use in 
studying supervisory relationships (Slattery & Goodman, 2009). Moreover, the 
individuals who participated in the study were exposed to the trauma of domestic 
violence clients as advocates in a variety of roles, but were not all clinicians providing 
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treatment, which may limit the validity of the results in connection to the participants in 
the current study. However, these findings continue to support the current investigation of 
the affective check-in supervision intervention, as elements of the affective check-in 
include empathic and authentic validation of supervisees when sharing personal impacts 
associated with working with child survivors of sexual abuse. In addition, shared power 
and empowerment of supervisees in discussion of ways to manage the personal impacts 
of the work are also supported by Slattery and Goodman’s (2009) findings. Therefore, 
this study supports the notion that the aforementioned elements of the affective check-in 
may be instrumental in reducing STS responses in the participants treating an alternative 
trauma population of CSSA.  
In a mixed-method design study conducted by Ladany and colleagues (2013), data 
was collected from 128 participants, who were in the clinical psychology field, to 
examine effective and ineffective supervision experiences, as well as how these 
experiences related to supervisee outcomes. The participants completed the following: (a) 
a qualitative questionnaire regarding most and least effective supervisors (b) the Working 
Alliance Inventory/Supervision-Short Form, (c) Supervisory Styles Inventory, (d) the 
Supervisor Self-Disclosure Index, Trainee Disclosure Scale, and (e) the Evaluation 
Process Within Supervision Inventory (Ladany, Mori, & Mehr, 2013).  
 The researchers analyzed data from the qualitative questionnaire regarding most 
and least effective supervisors using discovery-oriented analysis. Categories from this 
analysis included supervisees’ perceptions of the most and least effective experiences in 
supervision based on supervisor skill, techniques, and behavior. The most effective 
experiences of supervisees included supervisors who: (a) encouraged autonomy of the 
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supervisee, (b) attended to the supervisory relationship as perceived by the supervisee 
through empathy, acceptance, respect, encouragement, (c) supervisor eliciting open 
discussion and active listening of supervisee experiences, (d) positive modeling of skill 
and knowledge leading to positive influences on supervisees, (e) supervisor engaging in 
constructive challenging, and (f) perceived supervisor engagement and value in 
supervision process (Ladany, Mori, & Mehr, 2013).  
 Analyses of group differences were examined to investigate differences between 
effective and ineffective supervisor experiences of supervisees with the remaining 
variables under study. In regard to variables related to effective supervision experiences 
reported by supervisees, the statistically significant findings indicated that effective 
supervision was related to strong emotional bonds, goal agreement, and effective 
feedback processes between supervisor and supervisee (Ladany, Mori, & Mehr, 2013). 
Moreover, supervisee effective supervision experiences were related to interpersonally 
sensitive supervisory style along with task-oriented approaches to supervision. Finally, 
increased supervisor disclosure and decreased supervisee non-disclosure were related to 
effective supervision experiences. However, on a multivariate analysis level, effective 
supervision behaviors were not related to working alliance, supervisory style, supervisor 
self- disclosure, supervisee non-disclosure, or evaluative processes of supervision 
(Ladany, Mori, & Mehr, 2013).  
 The study was limited in that the supervisees were asked to recall information 
from previous and current supervision experiences; however, due to varying years of 
experience, it is unclear how well participants may have recalled supervision experiences 
and attributes of supervisors. Additionally, participants were asked to describe best 
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(effective) and worst (ineffective) supervision experiences; therefore, they were most 
likely reporting from one of the two extremes (best or worst). Therefore, this may have 
skewed certain data in more extreme directions (Ladany, Mori, & Mehr, 2013). In regard 
to the present study, the professional contexts of the participants were not reported. 
Therefore, it is unclear if these findings could be generalized to supervision with 
counselors who are working primarily with CSSA. However, the findings that 
supervisees valued supervisors who promoted supervisee open discussion and honesty 
through displayed empathy, acceptance, and active listening, is vital to the support of the 
affective check-in supervision intervention investigated. Additionally, supervisees are 
more likely to be open when supervisors elicit opportunities for this open discussion 
within a supportive supervision relationship, such as during the affective check-in 
supervision intervention.  
Peled-Avram (2017) conducted a study with 109 social workers in Israel who 
were working with survivors of trauma. Personal risk factors and work environment risk 
factors were examined in relationship with vicarious trauma responses in the social 
workers. In addition, participant reported experiences of relational-oriented supervision 
were examined in relationship with vicarious trauma in an effort to understand its 
potential for mitigating such responses. Participants completed a questionnaire created 
for the purposes of the study to examine the constructs of personal trauma history, trauma 
work exposure and associated experiences of threat, and relational-oriented supervision 
(Peled-Avram, 2017). Supervision effectiveness was measured by the Supervision 
Effectiveness Questionnaire. Vicarious traumatization was measured by the Trauma and 
Attachment Belief Scale.  
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In regard to results of supervision constructs measured in this study, multiple 
hierarchical regression data analysis displayed 15% of the variance in the participants’ 
vicarious traumatization was explained by supervision-related constructs. Relational-
oriented approaches to supervision were identified by the participants as more effective in 
their work (Peled-Avram, 2017). Relational-oriented supervision and perceived effective 
supervision were associated with lower levels of vicarious traumatization. Therefore, 
supervision that includes an interpersonal component may be more effective for 
supervisees working with traumatized populations (Peled-Avram, 2017).  
Limitations of the study included the relational-oriented approaches to 
supervision being measured by the participants’ perceptions via a questionnaire, rather 
than the systematic implementation of relational-oriented supervision intervention with 
the participants. In addition, Peled-Avram (2017) noted the limitation that the 
participants’ supervisors were not identified as having a theoretical orientation toward 
relational-oriented supervision; therefore, the content of supervision for the participants 
could have varied. Despite limitations and the participants having a different educational 
and cultural background than the participants will in the current investigation, the 
findings are still relevant to the present study. The affective check-in included 
components that are focused on allowing opportunities for supervisor and supervisee to 
engage in safe, open, interpersonal communication regarding the supervisees’ personal 
impacts experienced form working with child survivors of sexual abuse. In addition, the 
affective check-in included elements of empowerment of the supervisee through 
validation and prompting of collaborative discussion regarding ways to manage the 
reported impacts. This collaborative approach could help to reduce secondary trauma 
83 
  
responses in the supervisee by reducing shame in the supervisee in acknowledging these 
responses and assisting them to make meaning and problem-solve. These approaches are 
connected to the components of a relational-oriented approach to supervision (Peled-
Avram, 2017). Given that elements of this relational approach led to lower levels of 
vicarious traumatization, it is worth investigating whether a supervision intervention, 
such as the affective check-in, reduces secondary trauma responses.  
Supervision Studies in Child Welfare 
 Given the dearth of supervision intervention studies available within the 
counseling and related literature connected to trauma-informed supervision approaches, 
relevant supervision studies are reviewed that have been implemented as a part of 
organizational change efforts of supervision in child welfare organizations aimed at 
reducing STS and related symptoms in child welfare workers. In one such study by Bride 
and Jones (2006), data initially collected to evaluate the Tennessee Child Protective 
Services Supervisors Development Project was secondarily analyzed to examine 
secondary traumatic stress responses in 307 child welfare workers in relation to the 
workers’ perceptions of supervisory culture. The participants completed the Secondary 
Traumatic Stress Scale (STSS; Bride, Robinson, Yegedis, & Figley, 2004) and the 
Professional Organizational Culture Questionnaire – Social Work (POCQ-SW), of which 
only the supervisory culture subscale was included in the analysis (Bride & Jones, 2006).  
Participants were identified as having or not having secondary traumatic stress 
(STS) based on a cut-off score of 38 on the STSS (Bride et al., 2004). One-way analyses 
of variance (ANOVA) were completed by the researchers to explore the relationship 
between presence/no presence of STS and perceptions of supervision culture as measured 
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by participant responses to the six items on the supervision subscale of the POCQ-SW 
(Bride & Jones, 2006). Of the participants that were identified as having STS (N = 123), 
lower mean scores than the no STS group (N = 165) reached statistical significance at the 
.05 alpha level for three of the items on the subscale. The items that were statistically 
significant in connection to reduction/prevention of STS were connected to the 
supervisors that utilized a more action-oriented approach (i.e. help and assistance with 
crises and service delivery), as compared to the other three items, which were more 
emotion-oriented approaches to support (i.e. encouragement, concern, empathy). The 
number of hours of supervision provided was not correlated with presence/absence of 
STS (Bride & Jones, 2006).  
Therefore, the findings of this study do not necessarily support the current 
supervision intervention under investigation, which is more connected with the process-
focused, emotionally-oriented supervision intervention. However, Bride and Jones (2006) 
identify the limitations of the correlational study having been done based on a pre-
existing data set. Additionally, the researchers chose one data point (the first data point 
for each participant) to analyze; however, the participants responded to the instruments at 
three different points in times with year intervals in-between collection. It is possible that 
the participants’ responses may have been different at a different point in time; therefore, 
this does not fully capture the participants’ experiences throughout the supervision 
project.  Moreover, the specific aspects of the Tennessee Child Protective Services 
Supervisors Development Project was not described in the present study. Consequently, 
the details of the supervision provided to the child welfare workers as a part of this 
project is not included. The child welfare workers who participated in completing the 
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instruments for the data set were all bachelors-level human service professionals who are 
at a different level of development and training and do not provide extensive trauma 
treatment interventions, as the participants in this study were. Therefore, the present 
study is relevant to building knowledge in the field of counseling supervision, as there is 
a lack of empirical investigation of trauma-informed supervision interventions in our 
field.   
An article by Collins-Camargo (2006) provided further detail of the findings 
connected to the aforementioned project. The Southern Regional Quality Improvement 
Center (SRQIC) implemented a clinical supervision intervention program across four 
states (Tennessee, Arkansas, Mississippi, Missouri) following an extensive needs analysis 
(Collins-Camargo, 2006). The child welfare agencies’ identified needs were all connected 
to supervision and included: (a) administrative supervision taking precedence due to 
crises, (b) lack of perceived support within supervision, (c) lack of focus in supervision 
on improving workers’ skill and practice with clients, and (d) lack of support for 
supervisors themselves (Collins-Camargo, 2006). Given the identified needs, the SRQIC 
implemented a structured clinical casework supervision intervention across the child 
welfare agencies with the following elements: (a) consistently scheduled individual/group 
supervision, (b) focus on enhancing supervisees’ ability to think critically, self-reflect, 
and improve practice, (c) application of received knowledge regarding evidence-based 
practices into supervisee practice with clients reviewed for improvement by supervisor 
through observation, (d) promotion of outcomes-oriented focus in practice, and (e) 
improved organizational culture that promotes support, learning, and clinical supervision 
(Collins-Camargo, 2006). The project was not intended to be a clinical trial of the 
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supervision intervention; however, was focused on evaluating the impact of the 
intervention. Therefore, the design of the study was described as quasi-experimental with 
a pre-test, interim, and post-test design. In addition, some qualitative methods were 
utilized in the form of focus groups for evaluative purposes. Each state had at least 20 
frontline caseworkers that participated as the intervention group in the study along with a 
similarly comprised comparison group (Collins-Camargo, 2006).   
The results of the study are provided in various reports and publications; however, 
the overall outcomes of the study are summarized by Collins-Camargo (2006). One 
outcome of the study was a statistically significant increase in frontline caseworker 
satisfaction with supervision and organizational culture as measured by the Ellett 
Professional Organizational Culture Scale and the Survey of Organizational Excellence. 
Qualitative data from focus groups also supported this finding, as participants reported 
organizational cultures that they perceived as supporting self-reflection, peer 
consultation, and integrating best practices with clients (Collins-Camargo, 2006). 
Moreover, one state that participated in the project also experienced reduced turnover in 
the intervention group as compared to the comparison group. Though the findings were 
mixed across all states, two states had statistically significant increases in self-reported 
worker self-efficacy to engage in child welfare practice (Collins-Camargo, 2006). 
Qualitative data of focus groups with the supervisors also supported the notion that the 
workers were better able to individually problem-solve and engage the families more 
effectively and efficiently in assessments and interventions based on supervisors’ 
observations. In addition, supervisors in the focus groups reported increased cohesion, 
consultation, and support among supervisors within the organization, which resulted in 
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empowerment to advocate for the needs of self and staff within the organization (Collins-
Camargo, 2006).  
As with all studies, this project had limitations that should be noted in connection 
to the present study. One major limitation noted in the study was that treatment diffusion 
took place at several sites between the intervention and comparison groups (Collins-
Camargo, 2006). Therefore, the findings may have been impacted by this threat to 
internal validity. In addition, there was no mention of treatment fidelity checks of the 
supervisors implementing the intervention. Therefore, there was little experimental 
control surrounding the implementation of the intervention, which could have impacted 
the results and replicability. Despite the finding by Bride and Jones (2006) that 
emotionally-oriented approaches to supervision were not as impactful as action-oriented 
approaches, it appeared that across the data collected in this study, the clinically-focused 
supervision intervention led to the workers having increased satisfaction in their work 
and organization due to perceived support and increased self-efficacy to practice 
(Collins-Camargo, 2006). Though the supervision intervention in this study was also 
action and practice-oriented, elements of building support and providing opportunities for 
supervisees to reflect within the supervision relationship were essential to the outcomes 
of the intervention (Collins-Camargo, 2006). Though the child welfare workers’ practice 
with traumatized families takes place in a different context than the participants in this 
study, these findings are relevant to the present investigation. Given these results, it is 
likely that adding an emotionally-oriented supervision intervention to current supervision 
practices in trauma counseling settings, like the one investigated in the current study (i.e. 
affective check-in), could enhance the work of trauma counselors. 
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A similar supervision intervention study was conducted in the State of Georgia 
Division of Family and Children Services (DFCS) in collaboration with the Valdosta 
State University Division of Social Work (Smith, Russell, & Giddings, 2007). The 
supervision intervention project was the implementation of the Integrative Supervision 
Model (ISM; Giddings et al., 2006) in the DFCS. The ISM includes four elements across 
four phases of supervision: (1) clinical practice skills, (2) supervision skills, (3) group 
dynamics, and (4) self-reflection (Smith, Russell, & Giddings, 2007). The participants in 
the study included 23 of the 200 master’s level social workers employed within the child 
welfare agency in Georgia. The participants in this study were all in leadership positions 
within the agency and desired to received clinical licensure supervision, which was 
another aim of this project (Smith, Russell, & Giddings, 2007). The supervision 
intervention was provided in a group format by five licensed clinical social workers who 
were trained in the model. Mixed-methods were utilized in this study, which took place 
over a 15-month timeframe. By the end of the study, there were 17 remaining participants 
in the three supervision groups facilitated by the trained supervisors (Smith, Russell, & 
Giddings, 2007).  
Evaluative likert-scale surveys were used to collect data at three points from the 
participants and supervisors in the study. The surveys’ content included perceptions of 
the project, perceived skill attainment of the supervisees, and goals of the supervision 
model being met within the supervision group (Smith, Russell, & Giddings, 2007). It is 
reported that these surveys varied at each phase and there was some difficulty with the 
first two data collection phases due to technical difficulties. The data collected at the end 
of the project during the final data collection point was used for the majority of data 
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analysis, despite having response of only 10 of the 17 remaining participants in the study. 
In addition, open-ended questions were asked to collect qualitative data from the 
participants about the supervision intervention project (Smith, Russell, & Giddings, 
2007). 
In regard to the results of the evaluative data, supervisees provided anecdotal 
support for improved practice and success with the cases they presented and followed in 
supervision throughout the phases of the intervention (Smith, Russell, & Giddings, 2007). 
Moreover, participants felt the skills they were obtaining in supervision were beneficial 
and perceived they were able to effectively and more competently apply skills learned in 
supervision in practice across the phases. In addition, the participants felt peer and 
clinical supervisor support was an asset in their work. The supervisees felt more 
confident in their own ability to supervise and serve in leadership capacities (Smith, 
Russell, & Giddings, 2007). Supervisor surveys supported the notion of skill acquisition 
in the supervisees across phases. Like the results described by Collins-Camargo (2006), 
implementing a more structured, clinically-focused supervision format with child welfare 
workers may be of benefit (Smith, Russell, & Giddings, 2007).  
The results of this study are limited based on inconsistent data collection, lack of 
experimental control, and poor response rate. In addition, due to feedback of the 
supervisees after the first phase, one clinical supervisor was removed from the project, 
and supervisees were put into alternative supervision groups. In addition, there was no 
use of intervention fidelity checks in regard to the supervisor implementation. Therefore, 
participant experiences could have varied based on supervisor or group (Smith, Russell, 
& Giddings, 2007).  
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Some elements of the supervision model used in this study are relevant to the 
present study. Specifically, supervisors were trained to implement the skill-focused 
model of supervision while also displaying empathy, genuineness, and acceptance during 
self-reflective opportunities for supervisees. These opportunities for self-reflection, 
allowed for supervisees to engage in honest and open discussion about their work, which 
also may have led to the supervisees feeling satisfied and supported within the 
supervisory experience. Like the present intervention investigation, supervisors engaged 
in the affective check-in by eliciting open, honest, reflective discussion with supervisees 
about their experiences providing trauma treatment to CSSA. The check-in also offered 
an empathic, validating response within the supervision relationship to reduce supervisee 
trauma responses. Therefore, the present study is essential in investigating the 
effectiveness of such an intervention with trauma counselors.  
Chapter Summary   
 The literature reviewed in this section further provides a theoretical and empirical 
understanding of the constructs under study (secondary traumatic stress and affective 
check-in supervision intervention). Moreover, the literature review supports the necessity 
of the current study. The following chapter, Chapter Three, includes a basis for the 
research methodology, specific design, and associated procedures utilized to answer the 
research question.
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CHAPTER THREE: METHOD 
 
This chapter provides a basis for the research design and methodology utilized to 
answer the research questions under study. The rationale is explained for sampling 
procedures, as well as the settings where the investigation occurred. Further, the 
instrument used to measure the independent and dependent variable is described to 
include the reliability and validity of the measure, as well as scoring procedures. Also 
idenfied are the data collection, procedures, and analysis methods completed in the study. 
Finally, ethical considerations are outlined.  
The purpose of this study was to enhance the present understanding of supervision 
practices that can mitigate secondary traumatic stress (STS) responses among counselors 
providing trauma treatment to child survivors of sexual abuse (CSSA). In the current 
study, the impact of an affective check-in supervision intervention was investigated to 
measure its effect on STS responses (as measured by the Secondary Traumatic Stress 
Scale; [Bride, Robinson, Yegidis, & Figley, 2004]) among counselors treating CSSA. 
The affective check-in supervision intervention, as conceptualized by Knight (2004; 
2013; 2018), involved trained supervisors implementing three components: (a) An 
inquiry into the counselors’ current reactions (e.g., thoughts, feelings, personal impacts) 
to trauma counseling with CSSA clients, (b) Validation that these feelings are normal, 
okay, and/or understood by the supervisor and (c) Discussion of ways to manage these 
responses with the accountability of the supervisor in future session (e.g., management
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 strategies and follow-up on implementation). Trained observers monitored the affective 
check-in intervention components throughout the study to maintain procedural fidelity. 
Research Design 
The current study sought to answer the following research question: Are 
secondary traumatic stress responses (as measured by the Secondary Traumatic Stress 
Scale [STSS; Bride Robinson, Yegidis, & Figley, 2004]) reduced by an affective check-in 
supervision intervention among counselors treating child survivors of sexual abuse? The 
research question included causal inference, which was most appropriate for a 
quantitative design that involved experimental control (Heppner, Wampold, Owen, 
Thompson, & Wang, 2016). Experimental research designs involve the manipulation of 
the independent variable while measuring the impact of this manipulation on the 
dependent variable (Heppner et al., 2016).  
Single Case Research Design 
The chosen design in this study was a single case research design (SCRD), which 
is a quantitative, experimental design (Kazdin, 2011). Counseling researchers began 
using SCRD specifically to test the effectiveness of interventions or techniques in 
producing positive client outcomes in treatment through a more intensive, experimental 
research design than some of the previous methods, such as uncontrolled case studies 
(Bergin & Strup, 1970). Moreover, SCRD allows for studying constructs that do not have 
a high occurrence in our field, yet are considered socially significant (Heppner, 
Wampold, Owen, Thompson, & Wang, 2016; Horner et al., 2005).  Within the literature, 
the counseling field and other helping professions use SCRDs to make causal inferences 
about the effectiveness of interventions among small populations that are understudied 
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(Lenz, 2015). Furthermore, SCRD is used in counseling due to the ethics of 
implementing an intervention that may or may not work on a large sample, which is 
required by other experimental designs, such as between-groups designs (Lenz, 2015; 
Gast, 2010).  
Considering the scarcity of literature regarding the population under study 
(counselors working with CSSA) and a small number of practitioners that specialize in 
working primarily with CSSA, SCRD was the experimental design chosen to answer the 
research question. Furthermore, SCRDs are typically used to study the effectiveness of 
novel interventions, like the affective check-in supervision intervention tested for 
effectiveness in this study (Heppner et al., 2016). Finally, SCRD can serve to create 
evidence-based practices in the counseling and related fields with methodical replication 
to increase generalizability to diverse populations (Horner et al., 2005; Gast, 2010). It is 
the hope that this investigation will be followed by replication to continue to assess the 
effectiveness of the supervision intervention under study with diverse counselors working 
with a variety of trauma populations.  
Experimental control. Single case research designs measure the change in the 
dependent variable(s) caused by the manipulation of the independent variable within a 
case, which can include one individual, multiple individuals, or a group of individuals 
(Kratochwill et al., 2010). Each participant serves as their own control receiving both the 
control condition (i.e., baseline) and the intervention condition (Gast, 2010). The design 
can be implemented with a single case, or subject; however, it is usually completed with 
three to 8 cases (Horner et al., 2005). In SCRD, one of the main goals is to isolate the 
effect of the independent variable on the dependent variable (Kazdin, 2011). Researchers 
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using SCRD seek to measure the dependent variable without (baseline) and with 
(intervention) the presence of the independent variable, in order to create experimental 
control of confounding variables that could be impacting the dependent variable (Gast, 
2010; Kazdin, 2011). Researchers implementing SCRD measure alterations in the 
dependent variable(s) at repeated intervals over time (i.e., continuous measurement) 
under both baseline and intervention conditions (Gast, 2010). 
 During baseline, the dependent variable is measured under conditions that are 
considered typical (i.e., treatment-as-usual), and do not include the independent variable 
(Kazdin, 2011). Once the dependent variable is stable in the case, the intervention is 
incorporated, and the dependent variable continues to be measured at the same repeated 
intervals to see if a change occurs. To be able to make a causal inference that the 
independent variable is responsible for the change in the dependent variable (i.e., 
functional relation), there must be at least three basic effects, or a change in the 
independent variable at three different points in time when the intervention is 
implemented (Kazdin, 2011).  
Experimental designs. In SCRD, variations of the design include between-cases 
and within-case designs to make comparisons for causal inference and reduce threats to 
internal validity (Horner et al., 2005). In within-case designs, the baseline (A) and 
intervention (B) conditions alternate within one case. In this design, the intervention is 
implemented and withdrawn at different points in time when the measure of the 
dependent variable is stable at each phase (Gast, 2010). These types of designs are 
referred to as A-B-A-B, or withdrawal designs, as the intervention is withdrawn from and 
reintroduced to the participant(s) in order to make causal inferences that changes in the 
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dependent variable were caused by the presence or absence of the independent variable at 
different phases (Gast, 2010).  
In between-case designs, the intervention is implemented over staggered intervals 
of time across participants, behaviors, or conditions, once each (participant, behavior, or 
condition) is stable in baseline and the preceding intervention phase (Gast, 2010). In 
between-case designs, the intervention is not withdrawn from any participant(s). Causal 
inferences are made by comparing the measure of the dependent variable across cases 
when the independent variable is absent (baseline) and present (intervention; Gast, 2010). 
As is consistent with all research, the SCRD should be chosen based on the nature of the 
research question and the constructs under study (Gast, 2010; Kazdin, 2011).  
Concurrent Multiple Baseline Single Case Research Design 
In the present study, concurrent multiple baseline design (CMBD), across 
participants, was used to demonstrate the effect of the affective check-in supervision 
intervention on levels of STS. This type of SCRD was most appropriate for the study due 
to the nature of the constructs being measured (Kazdin, 2011). Given that the affective 
check-in supervision intervention was hypothesized to reduce STS responses, it would 
have been unethical to utilize a within-case, withdrawal design (ABAB) where the 
supervisor would withdraw the intervention from the participants (Gast & Ledford, 
2010). Additionally, it was not possible to completely reverse the effect of the affective 
check-in supervision intervention once it has been received by counselor participants 
(Gast & Ledford, 2010) Moreover, withdrawing the affective check-in supervision 
intervention once it had been implemented could be an ethical concern for supervisors, as 
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it could negatively impact the supervision relationship due to what may be perceived by 
the counselor participants as inconsistent supervisor behaviors.  
The CMBD is a between-case design, which measures changes in the dependent 
variable across participants, settings, or behaviors (Kazdin, 2011). The design utilized in 
this study measured changes in the dependent variable across participants, as was 
consistent with the constructs being measured and research questions being investigated 
(Kazdin, 2011). Multiple baseline designs can be implemented concurrently and 
nonconcurrently; however, a CMBD was used. Concurrent means that participants in the 
study began the baseline phase at the same time and matriculated into intervention at 
staggered intervals over time once each participant reached stabilization in the preceding 
stage (Gast & Ledford, 2010; Heppner, Wampold, Owen, Thompson, & Wang, 2016; 
Kazdin, 2011).  
Stabilization was characterized by baseline stability in the measure of the 
dependent variable for each participant before implementation of the intervention for that 
participant (Kazdin, 2011). Stabilization also meant that the researcher would be able to 
predict the trajectory of the data in that phase if conditions were to continue based on the 
pattern that had emerged (Horner et al., 2005). For example, the first participant had to 
reach stabilization in the measurement of the dependent variable during baseline with a 
clear pattern emerging (i.e., across at least 5 or more data points) before the intervention 
could be implemented (Kazdin, 2011).  
In addition, there must be a marked, visible, and immediate effect in the 
measurement of the dependent variable once the intervention is implemented with stable 
change occurring in the direction of improvement (for at least three or more data points) 
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for the preceding participant(s) before the following participant(s) can receive the 
intervention (Gast & Ledford, 2010; Heppner et al., 2016; Kazdin, 2011) For example, 
once the first participant stabilizes in baseline (for at least five or more data points), 
begins the intervention phase, and the measurement of the dependent variable was stable 
during the intervention phase with visible change in the direction of improvement (i.e. 
across at least three or more data points), the next participant who was stable in baseline 
received the intervention. Then this pattern continues until all participants have received 
the intervention following the stabilization of the preceding participant in both baseline 
and intervention phases (Kazdin, 2011). Experimental control is increased when 
immediate change is observed across participants when the intervention is implemented; 
therefore, causal inferences could be made about the effect of the independent variable on 
dependent variables (Gast & Ledford, 2010).  
Research Question & Research Hypotheses 
 The purpose of this study is to measure the impact of the independent variable, 
affective check-in supervision intervention, on the dependent variable, STS responses, 
among counselors treating CSSA. The following research question will guide the study: 
Research Question 1 
Are secondary traumatic stress responses (as measured by the Secondary Traumatic 
Stress Scale [STSS; Bride Robinson, Yegidis, & Figley, 2004]) reduced by an affective 
check-in supervision intervention among counselors treating child survivors of sexual 
abuse? 
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Hypothesis 1 
The hypothesis was that STS responses (dependent variable) will be reduced as measured 
by the Secondary Traumatic Stress Scale (STSS; Bride, Robinson, Yegidis, & Figley, 
2004) with the implementation of the affective check-in supervision intervention 
(independent variable) among participants in the study. Specifically, the hypothesis 
included a functional relation by an observation of at least three basic effects at three 
different points in time across intervention and baseline phases of the four participants in 
the study (Kratochwill et al., 2010). The functional relation would be evidenced by a 
visible, marked reduction in scores on the STSS (Bride et al., 2004; immediacy of effect, 
change in level), at the time that the affective check-in supervision intervention is 
implemented across participants. In addition, it was hypothesized that participants would 
have a positive trend in STSS (Bride et al.) scores until the affective check-in supervision 
intervention was implemented with a visible negative trend in the data in scores on the 
STSS (Bride et al.) following the initiation of the intervention and throughout the 
intervention phase. Finally, the hypothesis was that there would be no, or a minimal, 
amount of overlap and variability in the data across phases.  
Dependent and Independent Variables 
Independent Variable 
 The affective check-in supervision intervention was the independent variable 
being manipulated in this study to have an effect on the dependent variable. The affective 
check-in supervision intervention served as the independent variable in the current 
investigation, as this intervention was conceptualized to reduce secondary traumatic 
stress responses in counselors who treat primarily trauma populations, such as 
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CSSA(Knight, 2004; Knight, 2013; Knight, 2018). Moreover, counselors have 
qualitatively endorsed the benefit of the elements of the intervention in their work with 
sexual trauma survivors (Wymer et al., in review); Sommer & Cox, 2005; Sommer & 
Cox, 2006).  
Dependent Variables 
 Secondary Traumatic Stress (STS) responses was the chosen dependent variable 
in this study. The purpose of focusing on STS in this study is due to the prevalent and 
pervasive impact of STS responses on the counselor’s inter/intrapersonal functioning and 
ability to provide ethical and effective treatment to trauma survivors, specifically CSSA 
(Bride et al., 2004; Everall & Paulson, 2004; Etherington, 2009).  
Population and Sampling Procedures 
Population and Sample 
Following the University of South Carolina’s Institutional Review Board (IRB) 
approval (see Appendix A), the primary investigator used purposive sampling (Creswell, 
2008) in this study to recruit a sample of at least three participants. In order to show at 
least three basic effects in a CMBD, across participants, at least three participants were 
needed as suggested by Kazdin (2011). The primary investigator used purposive 
sampling (Creswell, 2008) because the counselor participants recruited for the study must 
be homogenous (Gast & Ledford, 2010) and were required to meet specific criteria 
consistent with the literature that make them at high risk of STS: (a) licensed professional 
counselors (or clinicians with related licensure) within their first five years in practice 
(Craig & Sprang, 2010; Sprang, Clark, & Whitt-Woosley, 2007), (b) having high 
caseloads primarily (one-third to one-half) made up of child sexual abuse cases (Baird & 
100 
  
Kracen, 2006; Lawson, 2007; Lawson & Myers, 2011; Sodeke-Gregson, Holttum, & 
Billings, 2013; Williams et al., 2012), and (c) have at least a mild level (overall score of 
28 +) of STS as measured by the Secondary Traumatic Stress Scale (STSS; Bride, 
Robinson, Yegidis, & Figley, 2004).  
Additionally, the counselor participants needed to be in supervision with a 
supervisor who met the following minimum criteria: (a) at least five years of clinical 
experience, (b) licensure in counseling (or related field), and (c) have taken at least one 
graduate-level supervision course, or continuing education equivalent hours in 
supervision. These criteria were derived from supervision requirements by the South 
Carolina Board of Examiners for Licensed Professional Counselors (2017) and were 
consistent with the American Counseling Association (ACA) Code of Ethics (2014), 
which requires that supervisors are trained in supervision models and interventions 
(ACA, 2014). Before the study, the supervisors were established as the organizational 
clinical supervisor of the counselor participant. The primary investigator of the current 
study implemented a training course (see Appendix P) and provided a manual (see 
Appendix Q) for supervisors who were the implementers of the independent variable, or 
the affective check-in supervision intervention.  
Sampling Procedures 
The counselor participants were purposively sampled (Creswell, 2008) from 
South Carolina, North Carolina, and Georgia due to the location of the researcher and the 
need to collect data for the study frequently. The primary investigator recruited counselor 
participants from child advocacy centers (CACs) within these three states through 
purposive sampling methods (Creswell, 2008), due to the high likelihood that their 
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caseloads would be primarily made up of CSSA. According to the National Children’s 
Alliance (NCA, 2017) out of the 334, 626 children served by CAC’s in 2017, 224, 176 
were CSSA (highest type of maltreatment serviced by the CACs), and almost ¾ of those 
children were ages 12 and under. Therefore, the sample was drawn from CACs.  
The primary investigator e-mailed the Network of Children’s Advocacy Centers 
in South Carolina (SC), North Carolina (NC), and Georgia (GA) to recruit participants 
via sending an e-mail to their listservs of Executive Directors of the CACs in each state. 
There are 17 CACs in South Carolina (South Carolina Network of Children’s Advocacy 
Centers, 2017), 39 CACs in North Carolina (Children’s Advocacy Centers of North 
Carolina, 2017), and 46 CACs in GA (Children’s Advocacy Centers of Georgia, 2017). 
Out of the three Networks of CACs, NC forwarded the recruitment information to all 
Executive Directors in their state as part of their monthly newsletter in October 2018.  
Additionally, the primary investigator sent recruitment e-mails (see Invitation 
Letter in Appendix B) to 35 Executive Directors of CACs located in SC, NC, and GA 
within a four-hour driving range of the primary investigator due to the need to frequently 
collect data and meet with the implementers of the intervention (supervisors of the 
counselor participants). The primary investigator sent e-mails to these 35 Executive 
Directors due to a search of the CACs’ websites to observe whether or not licensed 
professional counselors (and clinicians with related licensure) were employed in the 
organization providing mental health treatment to CSSA. Upon responses from 10 CAC 
Executive Directors and per the preference of the agency, the primary investigator 
responded to questions via e-mail, phone conversations, and drove to agencies to meet 
with supervisors and counselor participants to discuss study participation. Out of these 10 
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CACs, three agencies had counselor participants and supervisors that met criteria to 
participate in the study.  
Setting  
 The supervisors provided the intervention in the natural professional setting of the 
supervisors and participants, which were CACs in the surrounding area (e.g., SC, NC, 
GA). CACs are child-friendly settings where children and families receive counseling, 
forensic interviews, forensic medical examinations, and other services following an 
allegation that abuse/trauma has occurred (National Children’s Alliance, 2017). The 
participants were employed at CACs, and therefore, the intervention was implemented in 
this professional setting by the trained supervisor. The supervision sessions took place in 
private (e.g., closed off by a door and walls and only occupied by the supervisor and 
participant), comfortable (e.g., comfortable seating on a couch or chair) offices conducive 
to the sharing of confidential information. Audio-recording occurred in the private 
supervision setting to monitor procedural fidelity (Kazdin, 2011). 
Materials 
The primary investigator implemented a half-day, in-person training and provided 
a training manual for the supervisors who implemented the intervention (see Appendix P 
and Q). Audio-recording equipment was secured in the rooms where the supervision 
intervention occurred to ensure observer access for review of the sessions for the 
purposes of procedural fidelity checks. The audio-recorded sessions were uploaded 
weekly to a password-encrypted file on the primary investigator’s computer utilizing 
Dropbox and Boxcryptor. Dropbox is an app that can be downloaded on electronic 
devices (e.g., computer, phone, tablet) where files can be saved and accessed from any 
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device (Dropbox, n.d.). The primary investigator enabled two-factor authentication to 
increase the security of Dropbox files. Boxcryptor was purchased and installed to 
password-encrypt the files where the uploaded audio-recordings would be stored on the 
primary investigator’s computer before being moved to password-protected hard-drives. 
Boxcryptor is an app that can be downloaded on a device to password-encrypt files that 
are saved in cloud apps, such as Dropbox (Boxcryptor, n.d.). As there are no options for 
password-encrypting specific files on Dropbox, the Boxcryptor app was added to increase 
the secure storage of files when saved on the primary investigator’s Dropbox 
(Boxcryptor, n.d.). 
Within 24 hours of receiving the file, the primary investigator placed the files 
onto password-protected hard drives and password-protected flash drives for the 
observers to review the sessions for procedural fidelity checks.  The two observers were 
also be trained in the intervention (see Observer Training Agenda in Appendix O), 
observation procedures, and use of Procedural Fidelity Checklist (see Appendix K). 
Microsoft Excel (Microsoft Office 365 version) computer software was utilized for 
weekly via visual analysis of the data plotted on graphs.  
Instrumentation 
In this section, instruments are described, which were used in this investigation to 
measure the constructs under study, collect data from participants, and ensure inclusion 
criteria were met by each participant. 
General Demographic Survey - Counselors 
Once counselor participants were identified through recruitment procedures, the 
researcher sent the participants the General Demographic Survey – Counselors (see 
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Appendix G) to get further information about participants’ characteristics (i.e. gender, 
age, ethnicity, relationship status, educational level and degrees completed, type of 
organization currently employed, etc.) and to ensure that all inclusion criteria were met 
for participation (i.e. type and year of licensure, number of CSSA on caseload, size of 
entire caseload, current supervision status, years of experience in the field, etc.)  
The General Demographic Survey - Counselors was created by the researcher for 
the purposes of this investigation. The characteristics of the counselor participants 
included in the demographic survey were derived from similar studies of STS symptoms 
in counselors. For example, cultural characteristics included in the demographic form for 
this study (gender, age, ethnicity, sexual orientation, and location) were also included in 
foundational STS (and related constructs) studies (Berger & Quiros, 2016; Bride, 
Hatcher, & Humble, 2009; Bride & Jones, 2016; Craig & Sprang, 2010; Harrison & 
Westwood, 2009; Killian, 2008). The demographic form also included professional 
credentials (degree, licensure, trauma training, years of experience) and current 
professional setting information (type of professional setting, trauma caseload size, 
supervision received, theoretical orientation used), which were also included in much of 
the studies surrounding STS and related constructs (Bartoskova, 2017; Craig & Sprang, 
2010; Ling, Hunter, & Maple, 2014; Lonergan, O’Halloran, & Crane, 2004; MacRitchie 
& Leibowitz, 2010; Sodeke-Gregson, Holttum, & Billings, 2013; Sprang, Clark, Whitt-
Woosley, 2007). Also, the primary investigator had two current practicing counselors, 
who are also current counselor education doctoral students, complete the questionnaire 
before potential participants to provide feedback about the clarity and flow of the survey, 
which was incorporated into the final survey.  
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General Demographic Survey - Supervisors 
Once counselor participants were identified through recruitment and met 
inclusion criteria to voluntarily participate in the study, the primary investigator sent the 
counselor participants’ supervisors the General Demographic Survey - Supervisors (see 
Appendix H) to get further information about supervisors’ characteristics (i.e. gender, 
age, ethnicity, relationship status, educational level and degrees completed, type of 
organization currently employed, etc.) and to ensure that all inclusion criteria were met 
for participation (i.e. type and year of licensure, years of experience in the field, years of 
experience doing supervision, number of continuing education/course credit hours in 
supervision, etc.)  
The General Demographic Survey - Supervisors was created by the researcher for 
the purposes of this investigation. The characteristics of the supervisors included in the 
demographic survey were derived from similar studies of STS (and related constructs) 
and elements of supervision. Cultural characteristics included in the demographic form 
for this study (gender, age, ethnicity, sexual orientation, and location) were also 
encompassed in supervision and STS, or related constructs, studies (Berger & Quiros, 
2016; Bride & Jones, 2016; Peled-Avram, 2017). The demographic form also included 
professional credentials (degree, licensure, trauma and supervision training, years of 
experience) and current professional setting information (type of professional setting, 
trauma caseload size, theoretical orientation used, number of hours providing 
supervision), which were also included in much of the studies surrounding supervision 
and STS, or related constructs (Berger & Quiros, 2016; Bride & Jones, 2006; Sommer & 
Cox, 2005; Sommer & Cox, 2006; ). Furthermore, the primary investigator had two 
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current doctoral students and practicing counselors complete the questionnaire before 
potential participants to provide feedback about the clarity and flow of the survey, which 
was incorporated into the final survey.  
Secondary Traumatic Stress Scale  
The Secondary Traumatic Stress Scale (STSS; Bride, Robinson, Yegidis, & 
Figley, 2004) was used to measure the dependent variable, STS responses. The STSS is a 
17-item questionnaire that measures Post Traumatic Stress Disorder criteria as outlined 
by the The Diagnostic and Statistical Manual-IV (Bride et al., 2004). The STSS (Bride et 
al.; see Appendix I) is the only measure that is validated for measuring STS responses in 
clinicians working with trauma populations. The Professional Quality of Life: 
Compassion Fatigue and Compassion Satisfaction Version 5 (ProQOL; Stamm, 2009) is 
another commonly used measure that includes an STS subscale; however, other 
constructs are also included in subscales of this measure (compassion satisfaction and 
burnout; Stamm, 2009). These additional constructs are not being measured in this study. 
Therefore, this instrument was not chosen to measure the dependent variable in this 
study, due to potentially decreased reliability and validity of the measure if the other 
subscales were removed.  
Additionally, there is a scale that measures secondary trauma exposure responses 
in the general populace called the Secondary Trauma Questionnaire (Motta & Kefer, 
1999); however, it was not normed for use specifically for clinicians providing treatment 
to trauma survivors. Given those above, the STSS (Bride et al., 2004) was chosen as the 
primary form of measurement of the dependent variable, STS responses. The instrument 
developer, Brian Bride, provided permission for the use of the STSS (Bride et al.) in this 
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study and confirmed that the scale was normed for use every seven days, as well as 
confirmation that the scale is sensitive to change (personal communication, June 19, 
2018). 
The STSS (Bride et al., 2004) was normed on three different samples. The scale 
began as a 65-item questionnaire and was normed first on a convenience sample of 37 
direct trauma service providers (Bride et al.). Despite the small sample, the questionnaire 
was reduced from a 65-item questionnaire to 50-items and had high reliability with a 
Cronbach’s alpha coefficient of .97 with subscale coefficient alphas of .92, .89, and .94 
(Bride et al.). This 50-item version was normed on a sample of 200 social workers who 
all graduated from the same southeastern University in the United States and was then 
reduced to 17 items (Bride et al.). Following structural equation modeling, two of the 
remaining 17 items were replaced due to loading on more than one factor (Bride et al.). 
The final 17-items of the STSS produced a Cronbach’s alpha coefficient of .94 with 
subscale coefficient alphas of .83 (Intrusion), .89 (Avoidance), and .85 (Arousal).  
The final 17-item questionnaire was normed on a sample of 287 licensed social 
workers from one Southeastern state (Bride et al., 2004). It was found to have high 
internal consistency and/or reliability with a Cronbach’s alpha coefficient of .93. The 
subscales also had high reliability with coefficient alphas of .80 (intrusion), .87 
(avoidance), and .83 (arousal) (Bride et al., 2004). Additionally, the instrument 
developers measured convergent validity with ratings of other constructs frequently noted 
in the literature to put therapists at high risk of STS (i.e. high trauma caseload, anxiety, 
and depression symptoms). The subscales of the STSS (Bride et al.) were significantly 
correlated with the test items related to these risk factors. Discriminate validity was also 
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verified because demographic variables were not significantly correlated with the 
subscales (Bride et al.). Factorial validity of the STSS (Bride et al.) was confirmed 
through structural equation modeling with statistically significant factor loadings. One 
limitation is that the measure was normed on mostly white females who are social 
workers from one Southeastern state in the United States (Bride et al.).  
The STSS (Bride et al., 2004) is made up of 17 items with Likert-scale responses 
that range from: (a) 1 – Never, (b) 2 – Rarely, (c) 3 – Occasionally, (d) 4 – Often, (e) 5- 
Very Often. Participants are asked to answer how often they have experienced the 
response within the last seven days (Bride, 2007). The questions are split into three 
subscales that include: (a) Intrusion (5 items), (b) Avoidance (7 items), and (c) Arousal (5 
items). The questions on the STSS (Bride et al., 2004) are designed to be completed by 
individuals who have been affected by their work in helping relationships with clients 
who are survivors of trauma (Bride, 2007). The questions are scored within each subscale 
and are added up for a total score (Bride, 2007). The highest total score possible is 68. 
Score interpretation includes: (a) Little or No STS: 27 or less, (b) Mild STS: 28-37, (c) 
Moderate STS: 38-43, (d) High STS: 44-48, and (e) Severe STS: 49+. For each subscale, 
further testing for PTSD is recommended if the participant endorses presence of at least 
one intrusion subscale item, three avoidance subscale items, and two arousal subscale 
items (Bride, 2007).  
The STSS (Bride et al., 2004) was administered to ensure counselor participants 
met inclusion criteria of having at least a mild level of STS (overall score of 28 +) before 
participation in the study. The STSS (Bride et al.) was administered every week for each 
participant during data collection. The STSS (Bride et al.) was administered by the 
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primary investigator via Qualtrics. The primary investigator collected and scored the data 
and input data onto Microsoft Excel for visual analysis procedures weekly to monitor 
participant stabilization across phases.  
Counselor Experiences Questionnaire 
 The Counselor Experiences Questionnaire (see Appendix J) is a self-report 
questionnaire created by the researcher for this investigation and consists of three brief 
open-ended questions the counselor participants will complete every week along with the 
STSS (Bride, Robinson, Yegedis, & Figley, 2004). The first question asked the counselors 
if they experienced any additional personal or professional impacts from their work with 
CSSA that was not included in the weekly STSS (Bride et al., 2004) questionnaire. If the 
response was yes, they are asked to share the additional impacts they experienced from 
their work with CSSA that were not included in the STSS (Bride et al., 2004). If the 
counselor participants provided no responses, they were asked to share the reasons they 
felt there had been no additional personal or professional impacts from their work with 
CSSA that week. These questions were reviewed by two counselor education doctoral 
students, who are also practicing counselors, for feedback before being administered to 
counselor participants. 
The purpose for including these open-ended prompts was to allow for additional 
qualitative responses of the counselors concrening their experiences, or lack of 
experiences of STS and related responses while working with CSSA weekly. As 
suggested by Glesne (2016), quantitative researchers may utilize qualitative inquiry for 
supplemental data collection. In this case, the primary investigator chose to add 
supplemental qualitative questions to understand better the counselor participants’ 
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weekly experiences of having additional STS responses, or lessened STS responses. 
Knight (2013; 2018) suggested that trauma counselors often have varied indirect trauma 
responses, as their personal and professional experiences are ever-changing. Therefore, 
this questionnaire was not used to make causal inferences during the investigation; 
however, sought to capture the counselor participants’ changing experiences of STS and 
the reasons they attributed to these changes from week-to-week.  
Counselor Post-Intervention Follow-Up Questionnaire 
The Counselor Post-Intervention Follow-up Questionnaire (see Appendix L) was 
created by the researcher to increase the social validity of the study (Horner et al., 2005). 
Social validity is increased by understanding the perceptions of the participants regarding 
the intervention they received (Horner et al., 2005). The Counselor Post-Intervention 
Follow-up Questionnaire was developed based on Horner and colleagues’ (2005) social 
validity of SCRD goals and included understanding whether key stakeholders felt the 
intervention was: (a) acceptable, (b) feasible, (c) effective, and (d) something they would 
continue after the study. Though questionnaires that gather opinions and ratings of crucial 
stakeholders are sometimes seen as potentially bias due to their subjective nature, they 
are still highly-respected and the most commonly used form of social validity in SCRD, 
as understanding the subjective experiences of key stakeholders is valuable for future 
replication (Barton, Meadan-Kaplansky, & Ledford, 2018). Similarly to the other 
questionnaires included in this study, this questionnaire was reviewed by two counselor 
education doctoral students who practice counseling to gather their feedback before 
providing the questionnaires to the counselor participants.  
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The counselor participants completed the 5-item Counselor Post-Intervention 
Follow-up Questionnaire, through open-ended and Likert-scale prompts. The 
questionnaire included questions about how the participants felt the supervision 
intervention was helpful/not helpful to their experiences of STS responses related to their 
work with CSSA. Moreover, the counselor participants answered questions about their 
perceived acceptability/likability of the supervision intervention (Horner et al., 2005). 
These insights could enhance the knowledge of future supervisors regarding the 
implementation of this intervention, as well as future investigators measuring the 
effectiveness of this intervention in impacting STS symptoms in counselors. 
Supervisor Post-Intervention Follow-Up Questionnaire 
The Supervisor Post-Intervention Follow-up Questionnaire (see Appendix M) 
was also created by the researcher to increase the social validity of the study (Horner et 
al., 2005). The Supervisor Post-Intervention Follow-up Questionnaire was developed 
based on Horner and colleagues’ (2005) social validity of SCRD goals and included 
understanding whether key stakeholders felt the intervention was: (a) acceptable, (b) 
feasible, (c) effective, and (d) something they would continue after the study. The 
subjective method of gathering social validity data through a questionnaire administered 
to critical stakeholders is considered acceptable in SCRD literature and is valuable to 
increase the social validity of an intervention (Barton, Meadan-Kaplansky, & Ledford, 
2018). As with all the questionnaires included in this study, this questionnaire was 
reviewed by two counselor education doctoral students who practice counseling to gather 
their feedback before providing the questionnaires to the counselor participants.  
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The supervisors, or implementers of the intervention, completed the 5-item 
Supervisor Post-Intervention Follow-up Questionnaire, through open-ended and Likert-
scale prompts. The questionnaire included questions about how the supervisors felt the 
supervision intervention was helpful/not helpful to the counselor participants’ 
experiences of STS responses related to their work with CSSA. Moreover, the 
supervisors answered questions about their perceived acceptability/likability of the 
supervision intervention (Horner et al., 2005), as well as the feasibility of 
implementation. These insights could enhance the knowledge of future supervisors 
regarding the implementation of this intervention, as well as future investigators 
measuring the effectiveness of this intervention in impacting STS symptoms in 
counselors.  
Observer Post-Investigation Follow-Up Questionnaire 
The Observer Post-Investigation Follow-up Questionnaire (see Appendix N) was 
also created by the researcher to increase the social validity of the study (Horner et al., 
2005). 
 The Observer Post-Intervention Follow-up Questionnaire was developed based on 
Horner and colleagues’ (2005) social validity of SCRD goals and included understanding 
whether key stakeholders felt the intervention was: (a) acceptable, (b) feasible, (c) 
effective, and (d) something they would continue after the study. Gathering social 
validity data through a subjective questionnaire administered to key stakeholders is an 
accepted measure of social validity in SCRD literature that increases the social validity of 
an intervention for replicability (Barton, Meadan-Kaplansky, & Ledford, 2018). Similarly 
to the aforementioned questionnaires, this questionnaire was reviewed by two counselor 
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education doctoral students who practice counseling to gather their feedback before 
providing the questionnaires to the counselor participants.  
The observers of procedural fidelity completed the 5-item Observer Post-
Investigation Follow-up Questionnaire, through open-ended and Likert-scale prompts. 
The questionnaire included questions about how the observers felt the supervision 
intervention was helpful/not helpful to counselor participants’ experiences of STS 
responses related to their work with CSSA. Moreover, the observers answered questions 
about their perceived acceptability/likability of the supervision intervention (Horner et 
al., 2005), as well as observations of supervisors’ ease of implementation. Finally, the 
observers responded to an open-ended prompt regarding perceived changes within the 
supervision sessions between baseline and intervention phases (e.g., level of counselor 
participant disclosure, counselor-supervisor relationship changes, benefits of 
management strategies). These insights could enhance the knowledge of future 
supervisors concerning the implementation of this intervention, as well as future 
investigators measuring the effectiveness of this intervention in impacting STS symptoms 
in counselors.  
Data Collection 
The University of South Carolina’s Institutional Review Board (IRB) approved 
the study before data collection and recruitment (see Appendix A). As counselor 
participants and supervisors were recruited (see Invitation Letters in Appendices B – D), 
the primary investigator administered the General Demographic Survey - Counselors, 
General Demographic Survey - Supervisors, and the Secondary Traumatic Stress Scale 
(STSS; Bride, Robinson, Yegedis, & Figley, 2004) to ensure inclusion criteria were met 
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for voluntary participation of the counselor participants and supervisors in the study. 
Once counselor participants and supervisors were identified, the data collection process 
was continuous throughout the investigation (Gast, 2010). All data collection materials 
were coded using unique identifiers assigned to each counselor participant and supervisor 
so that the privacy and confidentiality of all participants was maintained. The STSS 
(Bride et al., 2004) was administered to the counselor participants weekly during baseline 
and intervention phases. The STSS (Bride et al.) was administered via Qualtrics following 
a request sent to the counselor participants’ preferred e-mail address. Counselor 
participants were sent the request to complete the questionnaire every Monday; however, 
they were asked to complete the questionnaire at the end of their work week. Counselor 
participants were asked to complete the questionnaire the same day each week whenever 
possible. The primary investigator collected and scored the data, as well as input the data 
in Microsoft Excel for continuous, weekly visual analysis procedures (Gast, 2010; 
Kazdin 2011; Kratochwill et al., 2010).  
The Counselor Experiences Questionnaire was completed by the counselor 
participants weekly throughout the baseline and intervention phases of the study for 
additional qualitative information regarding the counselors’ experiences/lack of 
experiences with STS responses. This self-report data was not used to make causal 
inferences during the investigation; however, it was used as an additional probe to 
acquire further qualitative information regarding counselor participants’ self-reported 
presence or absence of STS symptoms throughout the study. The Counselor Post-
Intervention Follow-Up Questionnaire, Supervision Post-Intervention Follow-up 
Questionnaire, and Observer Post-Investigation Follow-up Questionnaire were 
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administered and collected by the researcher at the end of the study to gain information 
about the counselor participants’, supervisors’, and observers’ perceptions of the 
intervention, which build upon the social validity (Kazdin, 2011) of the study.  
During weekly supervision sessions, secure audio-recording equipment was 
placed in the rooms where the supervision intervention occurred to ensure observers’ 
access for review of the sessions for procedural fidelity checks. The audio-recording 
equipment was used throughout each supervision session during baseline and intervention 
phases. The audio-recording equipment also remained locked in the supervisors’ filing 
cabinets in the lock box when not in use. The primary investigator collected the audio-
recorded data each week via upload to a password-encrypted Dropbox/Boxcryptor file on 
the primary investigator’s computer. The primary investigator’s computer is also locked 
using a PIN and fingerprint identification. The primary investigator removed the 
supervision files from the computer within 24 hours of upload and placed them on 
password-encrypted hard drives, which were secured in a locked filing cabinet.  
The audio-recorded supervision sessions were also placed on password-encrypted 
flash drives and put inside a locked filing cabinet where they remained at all times 
outside of observation hours. Observers were given the password-encrypted flash drives 
only during weekly observation hours, which took place that the University of South 
Carolina Community Counseling Clinic to ensure a confidential and private room for 
observers to listen to the supervision sessions, which at times included confidential client 
information. To ensure procedural fidelity (Kazdin, 2011), the observers monitored 
procedural fidelity every week using the Procedural Fidelity Checklist (see Appendix K). 
The primary investigator collected the  Procedural Fidelity Checklists at the end of each 
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observation. Each week, the primary investigator inputted the procedural fidelity data on 
Microsoft Excel and calculated the interobserver agreement. Additionally, the data was 
used to monitor procedural fidelity throughout the study and address any issues that could 
have reduced the internal validity of the study (Kazdin, 2011). 
Implementer 
The primary investigator of the current study implemented a half-day, in-person 
training course and provided a manual for the supervisors who implemented the 
intervention. Before the study, the supervisors were established as the supervisors of the 
participants within the organization the participant was employed. The supervisors met 
minimum qualifications for inclusion in the study as outlined by the South Carolina 
Board of Examiners for Licensed Professional Counselors (2017) and the American 
Counseling Association Code of Ethics (2014).  
Operational Definitions  
The following operational definitions clarify the way the variables were 
identified, observed, and measured throughout the data collection and analysis 
procedures.  
Dependent Variables 
 Below, the dependent variable investigated in this study is described.  
 Secondary traumatic stress (STS) responses. The dependent variable, STS 
responses, was defined as being the direct result of exposure to the traumatic experiences 
of clients (Canfield, 2005) and can include (Bride et al., 2004; Figley, 1995; Lipsky & 
Burk, 2009; Robinson-Keilig, 2014; Stamm, 1995): (a) Intrusion/re-experiencing: 
recurring thoughts or flashbacks about the secondary traumatic events, nightmares/sleep 
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disturbance, elevated heart rate, and/or strong emotional responses when reminded of the 
trauma exposure, (b) Avoidance: avoiding thoughts, feelings, people, or situations that 
remind one of the traumatic events, disinterest in previously enjoyed activities, emotional 
numbing, negative views about future, world, self, and others, difficulty remembering 
details of secondary trauma exposure, and (c) Increased arousal: alert to signs of danger, 
startled easily, increased irritability, easily frustrated, distorted cognitions (leading to 
hopelessness, fear, self-blame), anxiety, insomnia, inattention, somatic symptoms, on-
going fatigue. 
Independent Variable 
 Following, the independent variable, or intervention, is described. 
 Affective check-in supervision intervention. The supervision intervention, or 
the independent variable, was the incorporation of an affective check-in (Knight, 2004; 
Knight, 2013; Knight, 2018) into supervision sessions of the counselor participants by 
trained supervisors. The affective check-in included the following components (Knight, 
2004; Knight, 2013; Knight, 2018): (a) an inquiry into the counselors’ current reactions 
(i.e. thoughts, feelings, personal impacts) to CSSA clients, (b) validation by the 
supervisor that these feelings are normal, okay, and/or understood, and (c) discussion of 
ways to manage these responses with the accountability of the supervisor in future 
sessions (i.e. management strategies and follow-up on implementation). 
Procedure 
Due to the use of a CMBD, across participants, there was a baseline and 
intervention phase for each participant. The conditions of each of these phases were the 
same for each participant to increase experimental control (Kazdin, 2011). The 
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supervisors completed a half-day in-person training (see training content in Appendix P) 
before the start of the intervention phase. Below, the baseline and intervention conditions 
are described. 
Baseline Phase 
During baseline, the counselor participants engaged in individual supervision-as-
usual one hour per week with their supervisor. “Supervision-as-usual” referred to the 
content of supervision sessions between the counselor participant and supervisor at the 
start of the study, which was established by the supervisors providing a video of a 
supervision session before the beginning of baseline. The supervisors were advised of the 
content that was observed in the first supervision session and asked to continue to 
implement the supervision-as-usual content throughout the baseline phase (see 
Supervision-as-Usual documents for each supervisor in Appendix U). During baseline, 
every supervision session was recorded and reviewed by two trained observers to ensure 
procedural fidelity of supervisors only including the content of the supervision-as-usual, 
as was established by the first video. Also, throughout baseline, the observers monitored 
the absence of the intentional use of the affective check-in supervision intervention 
condition at the beginning of supervision sessions based on the intervention protocol.  
Based on supervision-as-usual for each supervisor (see Appendix U), there was 
some minor variation regarding supervision-as-usual content across supervisor and 
counselor participant pairs due to supervisor’s theoretical orientation, role (e.g., 
organizational supervisor, licensure supervisor), personal style, and organizational 
policies. Despite the minor differences in the supervisors’ general content, supervisors 
were asked to maintain the observed content during baseline to reduce threats to internal 
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validity by introducing new content in supervision during baseline. If supervision content 
changed during baseline, it could have created changes in the dependent variable. These 
changes could have impacted the stability of the dependent variable during baseline (Gast 
& Ledford, 2010). Moreover, if changes were made to supervision content during 
baseline, it would have made it more difficult to isolate the effect of the independent 
variable during the intervention (Gast & Ledford, 2010).  The supervisors were not made 
aware of the content of the affective check-in during the baseline phase of the study to 
reduce the likelihood of treatment diffusion.  
During baseline, every supervision session that took place during baseline was 
recorded and reviewed by two trained observers to ensure procedural fidelity regarding 
the supervisors only including the content of supervision-as-usual during individual 
supervision sessions in baseline. The counselor participants were administered the STSS 
(Bride, Robinson, Yegedis, & Figley, 2004) weekly. The counselor participants also 
completed the Counselor Experiences Questionnaire weekly during the baseline phase.   
The first participant had to reach stabilization in the measurement of the 
dependent variable during baseline with a clear pattern emerging (i.e., across at least five 
or more data points) before the intervention could be implemented (Kazdin, 2011). 
Stabilization also means that the researcher could predict the trajectory of the data in that 
phase if conditions were to continue based on the pattern that emerged (Horner et al., 
2005). Once the first participant stabilized in baseline, began the intervention phase, and 
the measurement of the dependent variable was stable during the intervention phase (i.e., 
across at least three or more data points), the next participant received the intervention if 
the dependent variable has demonstrated stabilization during that participant’s baseline 
120 
  
phase. Then this pattern continued until all participants received the intervention 
following stabilization of the preceding participant in both baseline and intervention 
phases (Kazdin, 2011).  
Intervention Phase 
The affective check-in supervision intervention was implemented by the trained 
supervisors every week during the one hour per week individual supervision session with 
the counselor participants. The supervisors were trained to implement the affective 
check-in supervision intervention as the beginning of each supervision session followed 
by the same content of the supervision-as-usual sessions established before baseline. The 
STSS (Bride, Robinson, Yegedis, & Figley, 2004) was administered to the participants 
each week during intervention phases. The counselor participants also completed the 
Counselor Experiences Questionnaire each week throughout the intervention phases. 
Table 1 on the following page provides a visual summary of both baseline and 
intervention conditions. 
Supervisor Training 
The supervisors completed a half-day, in-person training before the intervention 
phase. The training was conducted by the primary investigator and provided the 
supervisors with detailed instruction on the implementation of the procedures of the 
affective check-in supervision intervention. During the second half of the training, the 
supervisors role-played their use of the affective check-in intervention until procedural 
fidelity was recorded at, at least 90% to show mastery of the skill. The supervisors 
received in-person refresher training during the study if procedural fidelity scores fell 
below 80% at any point during the study. The detailed training agendas and training  
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Table 3.1 
Baseline and Intervention Conditions 
 
Baseline Intervention 
Supervision one hour per week with 
trained supervisors 
Supervision one hour per week with 
trained supervisors 
Supervision-as-usual as outlined 
before baseline 
Supervision-as-usual as outlined 
before baseline 
Absence of affective check-in 
conditions 
Presence of affective check-in 
conditions at the beginning of 
supervision sessions provided by 
trained supervisors 
STSS administered weekly to 
counselor participants 
STSS administered weekly to 
counselor participants 
Supervision sessions recorded 
weekly 
Supervision sessions recorded 
weekly 
Supervision sessions reviewed 
weekly for procedural fidelity by 
two trained observers  
Supervision sessions reviewed 
weekly for procedural fidelity by 
two trained  
observers 
Counselor participants’ weekly 
completion of Counselor 
Experiences Questionnaire 
Counselor participants’ weekly 
completion of Counselor 
Experiences Questionnaire 
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content for the first intervention training and the refresher training are included in 
Appendices P - T. 
Consultation. In addition to in-person, initial and refresher training, the primary 
investigator remained available to the supervisors for consultation calls at the 
supervisors’ request, or if the counselor participants’ scores heightened during the 
intervention phase. Consultation calls with supervisors were included as an integral part 
of the intervention phases as on-going consultation and supervision following training in 
an intervention influences the likelihood that the trainee will continue to implement the 
intervention in practice (Shapiro, Prinz, & Sanders, 2012). The consultation calls in this 
study took place utilizing the procedures outlined in Appendix W. If consultation calls 
were prompted by the supervisor for support in implementation, it was focused on 
increasing the supervisor’s self-efficacy in implementing the intervention with fidelity 
(see Appendix W). If the call was due to heightened counselor participant levels of STS 
during the intervention phase, the first half of the call was focused on increasing 
supervisor self-efficacy in implementation; however, the second half of the call was 
focused on addressing the current needs of the counselor participant by collaboratively 
discussing management strategies that may be more effective for that participant (see 
Appendix W).  
Though consultation calls could be seen as a modification to the intervention, it 
did not change the components or procedures of the intervention; however, was used to 
enhance implementation of the intervention as was intended. The management discussion 
and strategies were designed to be tailored to fit the needs of the counselor participant 
week-to-week with supervisors and counselor participants having the freedom to add 
123 
  
additional strategies that fit with the needs and preferences of the participant. Based on 
the needs of the counselor participants at the time of the consultation call, the focus of the 
call was to ensure the management strategies being discussed in the affective check-in 
were intentionally tailored to meet those specific participant needs at that time so that the 
intervention would have the intended effect (reduce STS responses). 
Consultation calls were also implemented when STS responses were higher due to 
the ethical gate-keeping functions of the primary researcher and supervisor who had 
awareness of the STS responses of the counselor participants that, when clinically 
significant, have the potential to lead to impairment in ability to fulfill professional 
counseling roles (ACA, 2014). Therefore, consultation calls served as an opportunity for 
discussing the supervisor’s evaluation of the counselor participant’s current STS 
responses, as well as acknowledgement of heightened STS levels in data collection. 
Then, the primary researcher and supervisor collaboratively agreed upon a plan for the 
management discussion in the next affective check-in to include education surrounding 
management strategies specifically focused on reducing current STS responses. At times 
these management strategies may include ability to balance the counselor participants’ 
current caseloads, or a referral for personal counseling for the participants (ACA, 2014).  
 Implementation fidelity. Ensuring implementation fidelity involves the 
researcher training the implementers (supervisors) as was intended (Barton, Meadan-
Kaplansky, & Ledford, 2018). The initial training of the supervisors, along with the 
refresher training of the supervisors were planned, measured by an outside observer, and 
this fidelity is reported in the results (Barton et al., 2018). A Supervisor Training 
Procedural Fidelity Checklist (see Appendix R) and Supervisor Refresher Training 
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Procedural Fidelity Checklist (see Appendix T) were developed to ensure, through 
observation, that the primary investigator adhered to the implementation fidelity of the 
training. Moreover, the systematic planning and measurement of the training increases 
the potential for replicability of the training procedures in future studies.  
A third observer was trained to monitor procedural fidelity of the supervisor 
intervention training and supervisor refresher training (Barton, Meadan-Kaplansky, & 
Ledford, 2018). It was essential that the two trained observers monitoring procedural 
fidelity of the supervisors remained blinded to phase changes, which occurred following 
training of supervisors. Therefore, all trainings were audio-recorded and observed for 
implementation fidelity by the third observer (Barton et al., 2018).  
Affective Check-In Supervision Intervention 
 The independent variable, or intervention, in this study was the incorporation of 
an affective check-in (Knight, 2004; Knight, 2013) into supervision sessions of the 
counselor participants by trained supervisors. Appendix Q includes a detailed step-by-
step manualized description of the intervention; however, a detailed description is also 
provided in this section. The affective check-in supervision intervention included the 
following components (Etherington, 2000; Knight, 2004; Knight, 2013): (a) an inquiry 
into the counselors’ current reactions (i.e. thoughts, feelings, personal impacts) to CSSA 
clients (b) validation by the supervisor that these feelings are normal, okay, and/or 
understood, and (c) discussion of ways to manage these responses with the accountability 
of the supervisor in future sessions (i.e. management strategies and follow-up on 
implementation). Each of these components are described in detail below. 
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Inquiry. The inquiry portion of the check-in included prompts by the supervisors 
to allow the counselor participants an opportunity to reflect on and process current 
thoughts, feelings, and personal impacts related to working with CSSA (Knight, 2004; 
Knight, 2013). The initial prompt in this inquiry was broad and open-ended, as the needs 
and experiences (personal or professional) of the counselor participants differed across 
supervision sessions (Knight, 2004; Knight, 2013). An example of an initial inquiry 
prompt may be: “How are you currently feeling about your work with CSSA?,” “How is 
working with the CSSA population currently impacting you personally or 
professionally?,” or “What are your current thoughts about your work with CSSA 
clients?.” 
Following the counselor participants’ responses to the initial prompt, the 
remaining focus of the supervisors’ inquiries included the supervisors asking open-ended 
questions and utilizing active listening that allowed the counselor participants to process 
in further detail the current feelings, thoughts, or impacts regarding their work with 
CSSA. The supervisor would utilize active listening skills (e.g., open body language, 
nodding, leaning-in toward the supervisee, summarizing, paraphrasing, empathic 
responses) during inquiry processing and throughout remaining procedures of the 
affective check-in. Also, open-ended prompts, or probing, such as: “Tell me more 
about…,” “Share with me how…,” “How does this feeling impact you personally?,” or 
“In what ways do these thoughts impact you in your professional role counseling 
CSSA?” Depending upon the supervisees’ current experiences, the processing may be 
related to thoughts or feelings about specific clients, thoughts or feelings about working 
with CSSA in general, personal impacts due to work with CSSA (i.e. personal 
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relationship difficulties, withdrawal from previously enjoyed activities, sleep disturbance, 
altered worldviews), or professional/ethical concerns related to current functioning in 
their role counseling CSSA (Knight, 2004; Knight, 2013).  
Validation. Following the counselor participants’ processing, the supervisors 
validated the counselor participants’ shared experience by normalizing and 
acknowledging the counselor participants’ experiences as being okay and understood 
given their work with CSSA (Knight 2004; Knight, 2013). Validation/normalization 
included statements such as: “It is understandable to feel overwhelmed by hearing 
multiple CSSA trauma narratives in one day. Checking out during that session may have 
been a way of protecting yourself.,” “It would be difficult for anyone to not to view the 
world differently as a result of what your clients have shared with you that they 
experienced by their perpetrators. We all may be more protective of our children now.,” 
“It is okay to be angry sometimes when the system does not protect CSSA.,” or “Being 
impacted by working with CSSA is almost inevitable. You are not alone in that.”   
At times, normalization included the supervisor providing education. Topics of 
education were about the prevalence and normalcy of secondary trauma responses in 
trauma counseling with CSSA. Additionally,, specific information about the current 
secondary trauma responses of the supervisees (e.g., altered worldview, recurring 
thoughts about client trauma content, relational difficulty due to work with CSSA) were 
discussed in detail to increase supervisees’ knowledge about their experiences.  
Management discussion. Finally, the management discussion involved the 
counselor participants and supervisors engaging in collaborative problem-solving and 
goal-setting regard ways to manage any negative responses to work with CSSA (Knight, 
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2004; Knight, 2013). An essential aspect of this part of the intervention was 
collaboration. The supervisee felt empowered to choose strategies for managing their 
current thoughts, feelings, impacts to working with CSSA in a way that fit their 
individual needs (Knight, 2004; Knight, 2013). This discussion and the management 
strategies identified varied per counselor participant and current 
circumstances/experiences. Counselor participants were viewed as the expert of self and 
cultural contexts/worldviews were respected and taken into account when engaging in 
discussion about ways to manage current impacts (Knight, 2004; Knight, 2013). 
Therefore, a one-size-fits-all approach was not taken in this part of the intervention.  
The supervisor took on an educative role in the process of explaining management 
strategies that may be beneficial; however, the counselor participants had a choice in 
deciding what would work best for them regarding their current experiences (Knight, 
2018). Some management strategies that were explored with the counselor participants 
included: (a) mindfulness/meditation practices, (b) setting professional/personal 
boundaries, (c) avoiding further trauma exposure in daily life (i.e. television shows, 
movies, books, news reports, social media), (d) increasing social support, (e) engagement 
in fulfilling experiences in personal life, (f) cognitive restructuring, (g) relaxation 
techniques, (h) physical wellness activities, (i) spiritual wellness activities, (j) expressive 
arts, and (k) counseling for the counselor (Knight, 2004; Knight, 2013; Knight, 2018).  
In addition to the exploration of management strategies to meet the counselor 
participants’ current needs, the supervisors followed-up about previous needs and 
strategies discussed in prior supervision sessions (Knight, 2004; Knight, 2013). The 
supervisors elicited counselor participants’ feedback about management strategies that 
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have and have not worked for them in order to increase use of strategies that were 
beneficial to them in managing responses (Knight, 2004; Knight, 2013; Knight, 2018). 
Moreover, the supervisors ended the management discussion by eliciting information 
about the supervisees’ current areas of growth in managing responses and ways they 
make meaning of their experiences by returning to their core personal purposes in 
engaging in the work of counseling with CSSA (Miller & Sprang, 2017). Figure 2  
located on the following page summarizes the elements of the intervention. 
Interobserver Agreement 
 The dependent variable was measured using a validated instrument (STSS; Bride, 
Robinson, Yegedis, & Figley, 2004), rather than behavioral observation because of the 
internal, complex and subjective nature of the constructs under study. Therefore, the 
interobserver agreement for behavioral observation of the dependent variable did not take 
place in this study.  
Procedural Fidelity 
It is suggested by Barton and colleagues (2018) to monitor procedural fidelity for 
20-33% of sessions for each participant in each condition. Therefore, by monitoring 
100% of sessions in this study, the rigor of the experimental design is enhanced, and 
threats to internal validity are reduced (e.g. variability and inconsistency in the 
implementation of intervention). Every session, during baseline and intervention, was 
recorded and reviewed by two trained observers to ensure procedural fidelity during 
baseline and intervention. During baseline, observers monitored supervision sessions to 
observe the absence of the affective check-in supervision intervention being implemented 
intentionally at the beginning of supervision sessions and the consistent inclusion of  
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Table 3.2 
Affective Check-in Supervision Intervention Elements 
 
Inquiry Validation Management 
Discussion 
Initial broad, open-ended 
prompt by supervisors 
regarding thoughts, 
feelings, impacts of 
working with CSSA 
Acknowledging and 
validating responses to 
inquiry 
Collaborative 
problem-solving, 
goal-setting regarding 
responses discussed 
during inquiry 
Processing further detail 
of  reported thoughts, 
feelings, impacts of 
working with CSSA 
Normalizing experiences 
through education about 
STS responses 
Providing education 
regarding potential 
management 
strategies 
Prompting self-reflection 
regarding internal 
processes of working with 
CSSA  
 Follow-up regarding 
previously agreed 
upon management 
strategies from prior 
supervision sessions 
Engaging in active 
listening 
 Identifying areas of 
growth in utilizing 
management 
strategies 
 
supervision-as-usual conditions established before baseline for each supervision. During 
intervention, the observers monitored the supervision recordings to observe the 
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intentional implementation of the manualized affective check-in supervision intervention 
protocol by the supervisors, followed by consistent supervision-as-usual conditions 
established before baseline. The observers used the Procedural Fidelity Checklist (see 
Appendix K) to monitor the supervision sessions during baseline and intervention phases. 
The Procedural Fidelity Checklist includes the affective check-in supervision 
components and procedures, along with a space to write the supervision-as-usual content 
observed and any deviation from usual content during the session. Procedural fidelity was 
measured by dividing the number of manualized intervention procedures completed by 
the supervisor by the total number of manualized intervention procedures possible. The 
resulting number was multiplied by 100 to provide a percentage of procedural steps 
completed in the session (Kazdin, 2011). During baseline, the observers should have 
generally observed 0% procedural fidelity to the manualized intervention along with 
noting the supervision-as-usual content and any deviation from this content. During 
intervention phases, the observers should have generally observed 100% procedural 
fidelity to the manualized intervention along with noting the supervision-as-usual content 
and any deviation from this content. 
 Interobserver agreement was calculated to ensure the two trained observers were 
accurately measuring procedural fidelity by using the percentage agreement method. If 
the interobserver agreement fell below 80%, a discrepancy discussion (Ledford, Lane, & 
Gast, 2018) took place (see Appendix V). Though Kratochwill and colleagues (2010) 
suggest calculating interobserver agreement of at least 50% of observations, interobserver 
agreement was calculated for 100% of observations in this study.  
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Social Validity 
Social validity is an essential component of SCRDs (Kazdin, 2011). Social 
validity is connected to the social significance of the dependent variables being 
investigated (as discussed in Chapter One and Chapter Two). Furthermore, social validity 
is also endorsed by the participants who receive the intervention by their perception that 
the intervention was valuable and beneficial to them (Horner et al., 2005; Kazdin, 2011). 
The opinions of the participants who received the intervention are to be considered by 
future researchers who may replicate the study (Kazdin, 2011). 
Social validity of this study was measured by the counselor participants 
completing a 6-item Counselor Post Intervention Follow-Up Questionnaire (see 
Appendix L) with open-ended and Likert-scale prompts that was developed for this 
study. The self- report questionnaire included questions about how the participants felt 
the supervision intervention was helpful/not helpful to their experiences of STS responses 
related to their work with CSSA. Moreover, the counselor participants answered 
questions about the acceptability/likability of the supervision intervention. Understanding 
the perceptions of the participants concerning the intervention increased the social 
validity of the study (Horner et al., 2005; Kazdin, 2011).  
Furthermore, the implementers of the intervention, supervisors, and observers of 
the supervision procedural fidelity were additional stakeholders that had essential 
perspectives to capture to add to the social validity of the study, as Barton and colleagues 
(2018) suggest that input that includes various perceptions regarding the value of the 
intervention is an essential aspect of SCRDs. In the Supervisor Post-Intervention Follow-
up Questionnaire, supervisors were asked to share how they felt the supervision 
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intervention was helpful/not helpful to the counselor participants’ experiences of STS 
responses related to their work with CSSA. Moreover, the supervisors answered 
questions about their perceived acceptability/likability of the supervision intervention 
(Horner et al., 2005), as well as the feasibility of implementation. The Observer Post-
Investigation Follow-up Questionnaire included questions about how the observers felt 
the supervision intervention was helpful/not helpful to counselor participants’ 
experiences of STS responses related to their work with CSSA. Moreover, the observers 
answered questions about their perceived acceptability/likability of the supervision 
intervention (Horner et al., 2005), as well as observations of supervisors’ ease of 
implementation. Finally, the observers responded to an open-ended prompt regarding 
perceived changes within the supervision sessions between baseline and intervention 
phases (e.g., level of counselor participant disclosure, counselor-supervisor relationship 
changes, benefits of management strategies). These insights could enhance the 
knowledge of future supervisors regarding the implementation of this intervention, as 
well as future investigators measuring the effectiveness of this intervention in impacting 
STS symptoms in counselors.  
Data Analysis 
In this study, the purpose of data analysis was to measure the change in the 
dependent variable with the implementation of the manipulation of the independent 
variable (Kazdin, 2011). The hypothesis was that STS responses (dependent variable), 
among counselor participants would be reduced by at least one level of STS (e.g. from 
moderate to mild, from mild to little or no STS) or below as measured by the Secondary 
Traumatic Stress Scale (STSS; Bride, Robinson, Yegidis, & Figley, 2004) following the 
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implementation of the affective check-in supervision intervention (independent variable). 
Specifically, it was hypothesized that a functional relation by observation of at least three 
basic effects at three different points in time across intervention and baseline phases of 
the three participants in the study (Kratochwill et al., 2010). It was hypothesized that the 
functional relation would be evidenced by a visible, marked reduction in scores on the 
STSS (Bride et al., 2004; immediacy of effect, change in level), at the time that the 
affective check-in supervision intervention was implemented across participants. In 
addition, it was hypothesized that participants would have a positive trend in STSS (Bride 
et al.) scores until the affective check-in supervision intervention was implemented with a 
visible negative trend in the data in scores on the STSS (Bride et al.) following the 
initiation of the intervention and throughout the intervention phase.  Finally, the 
hypothesis was that there would be no, or a minimal, amount of overlap and variability in 
the data across phases. Data analysis allowed the researcher to prove or disprove these 
hypotheses.  
In SCRD, historically, researchers have utilized visual analysis to interpret the results 
of data (Horner et al., 2005). Therefore, data analysis in this study consisted of visual 
analysis (Krotochwill et al., 2010) and included analyzing: (a) trend/slope, (b) level, (c) 
variability, (d) immediacy of the effect, (e) overlap, and (f) consistency of the data across 
phases. These analyses took place by inputting data in Microsoft Excel and plotting the 
data on graphs each week to regularly monitor stability and changes in the dependent 
variables during baseline and intervention phases as measured by scores on the STSS 
(Bride et al., 2004).  
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Trend/slope refers to the trajectory of the data or the direction of change in the 
dependent variable (i.e., increasing/decreasing). The trend/slope was used to predict the 
direction of the data points if conditions were to continue (Horner et al., 2005). 
Therefore, the trend/slope was important in understanding if the trajectory was changing 
from baseline to intervention, as the trend/slope should change when the intervention was 
implemented. For example, in this study, it was hypothesized that if STS responses were 
increasing, or remaining the same, during baseline, there would be a visible change in the 
data that reflects a decrease in STS responses during the intervention phases (Horner et 
al., 2005). Therefore, the basic effect, or apparent change in the data from baseline to 
intervention, also depended upon the trend/slope of the data increasing or decreasing in 
the direction predicted by the impact of the intervention (e.g., the intervention reducing 
STS responses) (Horner et al., 2005). 
The level in visual analysis refers to a change in “performance” across phases 
(Kazdin, 2011). Visual analysis of the level of the data should show an apparent change 
from one phase to the next phase to indicate that the dependent variable changes along 
with the presence or absence of the independent variable (Kazdin, 2011). Visual analysis 
of the level should show a shift in the performance of the dependent variable between 
phases, which infers the magnitude of change (Kazdin, 2011). The magnitude of change 
is characterized as low, moderate, or high (Barton, Lloyd, Spriggs, & Gast, 2018). Barton 
and colleagues (2018) caution the use of means to make inferences about the magnitude 
of change, as calculating the mean with smaller data sets can be inaccurate for 
summarizing the level due to the influence of outliers.  
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Variability and consistency were also essential aspects to consider in the visual 
analysis (Kratochwill et al., 2010). Variability refers to the amount of fluctuation of the 
data around the fitted line. It is difficult to observe a basic effect in the data, the more the 
data fluctuates away from the trend and/or level (Horner et al., 2005). Additionally, 
variability makes it difficult to observe stability in the data during phases. Consistency of 
the data is the observed stability of the data across phases. For example, in this study, it 
was hypothesized that the data would consistently show a decreasing trend in STSS 
(Bride et al., 2004) responses across all participants during the intervention phases. If the 
data is decreasing in only two participants and remaining the same in one participant, a 
functional relation could not be observed in the data (Horner et al., 2005).   
Finally, immediacy of the effect of the data and overlap were visually analyzed to 
make causal inferences (Kratochwill et al., 2010). Immediacy of the effect involved 
comparing the last three data points and the first three data points in subsequent phases 
(Kratochwill et al., 2010). The data should show an immediate change in the dependent 
variable from what was observed in the last three data points in the prior phase to what is 
observed in the first three data points in the subsequent phase (Kratochwill et al., 2010). 
Overlap is a concern when data points remain the same between phases. The more data 
points that remain the same in baseline and intervention phases, the less likely it is that an 
immediate effect or a basic effect was observed between phases (Horner et al., 2005).  
Ethical Considerations 
The Institutional Review Board (IRB) of the University of South Carolina 
approved the study. The study met the standards of protection as outlined for human 
subject research by the IRB. There were minimal risks associated with participation in the 
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study, as participants became aware of the personal impacts that trauma counseling has 
had on them and at times needed to seek further support (i.e., personal counseling) to 
address any disturbance that occurred based on this knowledge. Participants were 
provided with referrals for service by their supervisors when necessary. Participation in 
this study was voluntary and participant identity was protected throughout data 
collection, analysis, and future publications or presentations. Each participant and all 
client data were stored and organized using unique identifiers. No names were used in 
this study to protect participants’ rights to confidentiality and privacy. Pseudonyms will 
be used in the presentation and publication of the findings. Participants were aware of 
and had the opportunity to withdraw from the study at any time. Data was stored on a 
password-protected or encrypted computers, hard-drives, and flash drives. The scored 
instruments, hard-drives, flash-drives, and audio-recording equipment were stored in a 
locked filing cabinet and transported in locked lockboxes. The recordings of the 
supervision sessions and individual scored instruments will be destroyed following the 
completion of the study. There are always potential threats to confidentiality despite the 
measures that were taken to reduce this risk.   
Chapter Summary 
This chapter provided a basis for the research methodology utilized to answer the 
research question investigated. The rationale was described for recruiting the sample, as 
well as the settings where the study occurred. Moreover, chapter three provided a clear 
description of the variables studied. The chapter detailed the instruments used to measure 
the dependent variable to include the reliability and validity of the measure, as well as 
scoring procedures. An explanation is provided of the specific research design that 
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guided the procedures and analyses of the inquiry. Finally, chapter hree provides a 
description of the protection of participant rights in this study.
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CHAPTER FOUR: RESULTS 
  
 Chapter Four provides a summarization of the study results. The purpose of the 
current investigation was to measure the impact of an affective check-in supervision 
intervention on secondary traumatic stress (STS) responses among counselors who treat 
child survivors of sexual abuse (CSSA). The results of this study will contribute to the 
current literature regarding the use of supervision to mitigate STS responses in counselors 
working with child trauma populations. The investigation was conducted using a  
concurrent multiple baseline design (CMBD), across participants, which was a single 
case research design (SCRD) used to measure the effect of the affective check-in on 
counselor participants’ STS responses.  
Population and Sample 
 In this study, the population included licensed professional counselors (or 
clinicians with related licensure) within their first five years in practice (Craig & Sprang, 
2010) who work with high caseloads of CSSA (Baird & Kracen, 2006) and have at least a 
mild level (overall score of 28 +) of STS as measured by the Secondary Traumatic Stress 
Scale (STSS; Bride, Robinson, Yegidis, & Figley, 2004). The counselor participants had 
to be in supervision with a supervisor who met inclusion criteria: licensure in counseling 
or related field, more than five years of practice, and clinical supervision training. 
Following recruitment, three counselor and supervisor pairs met criteria and agreed to 
participate in the study. Therefore, the study sample included three counselor participants
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(N = 3) who continued participation throughout data collection, which took place for 19 
weeks.  
The counselor participants in the study all held the title of “Therapist” within a 
CAC in a rural county located in SC or NC. The counselor participants had current 
caseloads of 12, 11, and 9 CSSA clients before the start of the study. These caseloads 
were at least one-third to one-half of their entire therapy caseload. The counselor 
participants held the following graduate degrees: Clinical Mental Health Counseling, 
Marriage Couples and Family Counseling, and Social Work. Though one counselor 
participant had clinical training in Social Work, the participants in this study will 
continue to be referred to as counselor participants. It should be noted that this researcher 
acknowledges that social work is not a counseling degree and a social worker’s 
professional training and identity may differ from counselors’; however, this participant 
met criteria for the study based on having a related degree and meeting all other criteria 
for participation. The counselor participants were all provisionally-licensed at the time of 
this investigation (e.g., LPC-A, LMSW). The counselor participants were within their 
first year to two years of practice, except for one participant who had six years of 
experience post-graduation. Though the criteria for the study states that the participants 
must be within their first five years of practice, this participant was added to the study 
one year beyond the cut-off because she had been working in the CAC setting with CSSA 
for less than one year at the start of data collection. Upon completion of the STSS (Bride 
et al., 2004) for screening purposes before the start of the intervention, the counselor 
participants’ scores were 31, 40, and 42 and fell within the mild to moderate STS range 
(Bride et al., 2004). The participants all identified as heterosexual, cisgender females. 
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Their ages ranged from 26 – 35. The participants had the following reported ethnicities: 
African-American/Black, Hispanic, and Caucasian/White.  
The supervisors of the counselor participants were all employed as “Clinical 
Directors” in the CACs where the counselor participants were practicing. Prior to the 
study, the supervisors were established as the counselor participants’ clinical supervisors 
at the CAC. Moreover, the supervisors all reported currently meeting with the counselor 
participants on a weekly or bi-weekly basis for approximately onehour of clinical 
supervision. Two of the supervisors held clinical social work licenses, while one was a 
licensed professional counselor. Their years of experience in the field were between five 
to six; however, one supervisor had 20 years of practice experience. Two of the 
supervisors had completed clinical supervision coursework within University settings. 
One supervisor who did not have supervision coursework within a University reported 
having had a significant number of continuing education hours in clinical supervision that 
would exceed the number of hours received in a University course. The supervisors all 
identified as being Caucasian/white, cisgender females. Two supervisors identified as 
heterosexual, and one supervisor identified as lesbian. The supervisors’ ages were 30, 31, 
and 67.  
Data Collection Procedures 
Data collection took place in 19 weeks between November 2018 – March 2019. 
Before beginning the study, counselor participants and supervisors completed 
demographic questionnaires to ensure inclusion criteria were met for participation. 
Moreover, counselor participants completed the STSS (Bride Robinson, Yegidis, & 
Figley, 2004) before data collection in Baseline to ensure that inclusion criteria were met 
141 
  
for participation by having at least a mild level of STS symptoms (score of 28+). The 
counselor participants engaged in supervision with their CAC supervisor one-hour per 
week and completed the STSS (Bride Robinson, Yegidis, & Figley, 2004) and Counselor 
Experiences Questionnaire once weekly across the 19-week timeframe via Qualtrics. Due 
to conflicts in scheduling the signing of participation consent forms, the last counselor 
participant began on the last day of the first week and did not complete the questionnaires 
on the first week of data collection. Each counselor participant had a one-week break 
during the Christmas/New Year holidays due to closings at their CAC. Each counselor 
participant had one week of supervision canceled during Baseline due to the illness of the 
supervisor or counselor participant; however, the STSS (Bride et al., 2004) and Counselor 
Experiences Questionnaire were completed every week during Baseline. The STSS 
(Bride et al.) scores were calculated weekly and placed on Excel graphs for weekly visual 
analysis procedures.  
To ensure inclusion criteria were met, supervisors provided a video of clinical 
supervision with the counselor participant to establish supervision-as-usual conditions for 
each supervisor, which were recorded during an initial observation and finalized through 
a consensus discussion by the primary investigator and two trained observers. Also, 
initial videos of clinical supervision were also collected to ensure that the supervisors 
were not already implementing the affective check-in supervision conditions intentionally 
in the order prescribed by the intervention. Following initial observation and throughout 
baseline, none of the supervisors were implementing the affective check-in supervision 
conditions intentionally in the prescribed order. Every week during the 19-weeks of data 
collection, supervisors uploaded audio-recordings of supervision sessions with the 
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counselor participants via an encrypted file request completed by the primary investigator 
on Dropbox. The two trained observers listened to and completed the procedural fidelity 
checklists for all supervision sessions uploaded by the supervisors throughout the 19-
weeks of data collection (Baseline and Intervention phases). These fidelity checklists 
were collected by the primary investigator directly following weekly observations to 
calculate interobserver agreement (IOA) and ensure fidelity of the procedures of the 
supervisors in Baseline and Intervention phases. The primary investigator was able to 
have discrepancy discussions with the two observers if IOA fell below 80%. The primary 
investigator was also able to complete refresher trainings with supervisors if supervisors’ 
fidelity to the intervention procedures fell below 80% during Intervention phases.  
Results 
 The following section provides the results of the study. As results are discussed, 
counselor participants and supervisors are referred to with their chosen pseudonym, 
rather than referring to them by the unique identifier used during study participation to 
maintain privacy/confidentiality of counselor participants and in an effort to humanize 
the discussion of counselor participants. The counselor participants in this study were 
Sara, Heather, and Sasha. The supervisors in this study were Rachel, Maggie, and Ann.  
 The research question that guided this study was: “Are secondary traumatic stress 
responses (as measured by the STSS [Bride et al., 2004]) reduced by an affective check-in 
supervision intervention among counselors treating CSSA?” As is consistent with an 
across participants CMBD, the affective check-in supervision intervention was provided 
to counselor participants across staggered phases when counselor participants were stable 
in the previous Baseline/Intervention phase. Stability was established by visually 
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analyzing STSS (Bride et al., 2004) scores within and across phases for each participant, 
as the purpose of the investigation was to measure the effect of the affective check-in 
supervision intervention on STS symptoms, as measured by the STSS (Bride et al., 2004). 
The data collected weekly via STSS (Bride et al., 2004) scores for each counselor 
participant were visually analyzed continuously to observe changes in the dependent 
variable within and across phases for each counselor participant (Horner et al., 2005; 
Kratochwill et al., 2010).  
 During intervention phases of each counselor participant, supervisors 
implemented the affective check-in supervision intervention intentionally in the 
prescribed order of the intervention at the beginning of each supervision session, 
followed by supervision-as-usual content. To reduce potential bias of the two trained 
observers when intervention was implemented, the primary investigator withheld 
information about phase changes of counselor participants.  
Secondary Traumatic Stress Responses Visual Analysis Results 
 The following sections include a discussion of the visual analysis of the 
dependent variable, STS responses. The analysis was across and within phases, as well as 
across counselor participants. The results are presented by discussing changes in the 
dependent variable within baseline and intervention phases for each participant. The 
visual analysis is discussed, which includes a graph to display changes in the dependent 
variable, as measured by the STSS (Bride et al., 2004), with the introduction of the 
independent variable (affective check-in supervision intervention) across phases and 
participants.  
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Sara. Sara was originally randomized to begin the intervention second. However, 
due to her scores on the STSS (Bride et al., 2004) being the highest among the three 
participants with an upward trajectory, she was moved into the intervention phase first 
after having five weeks in baseline with supervision-as-usual conditions. According to 
Kazdin (2011), stabilization of data in the first baseline phase can be observed within at 
least five data points. Therefore, the primary investigator was able to determine 
stabilization of the data after the first five weeks of Sara’s baseline phase.  In baseline, 
the level of Sara’s scores were approximately a 45 out of an overall possible score of 85. 
A score of 45 on the STSS would be in the clinical range (score of 38+) and identified as 
“high STS” (44 - 48) according to STSS scoring procedures (Bride et al., 2004).  
Moreover, Sara’s STSS (Bride et al., 2004) data indicated an increasing 
trend/slope (Horner et al., 2005). The primary investigator predicted that the pattern and 
trajectory of her data would be consistent with her STS responses continuing to increase 
without an intervention (Horner et al., 2005). Despite a drop on week two where her 
score decreased to 27, there was little variability in the upward trend (Kratochwill et al., 
2010) as her scores remained between 40 – 57 throughout baseline, indicating moderate 
to severe STS responses within the clinical range (Bride et al., 2004). Overall, Sara’s data 
indicated a continued increase in STS responses, which is the opposite of what was 
hypothesized to occur with the introduction of the intervention (Barton, Lloyd, Spriggs, 
& Gast, 2018). Consequently, she began the intervention phase.  
 In comparing the last three data points in baseline with the first three data points 
in intervention (Kratochwill et al., 2010), Sara’s scores indicated a small immediate 
effect. The last three data points in baseline had a mean/level of 55, while the first three 
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data points in intervention had a mean/level of 46. Despite a mild immediate effect, there 
was substantial overlap in the range of data from baseline to intervention (Barton, Lloyd, 
Spriggs, & Gast, 2018). The mean of Sara’s data in the intervention phase decreased to 
approximately 43. The mean can be impacted by variability and outliers in the data 
(Barton et al., 2018). Therefore, in Sara’s case, it could be beneficial also to consider the 
median when visually analyzing the level (Barton et al., 2018). The median of Sara’s data 
in intervention was 39. Based on these calculations and the visual analysis, Sara’s level 
falls around a 40, which is a slight decrease from the level of 45 in baseline. The level 
may not have changed significantly due to the variability in scores during the intervention 
phase (Kratochwill et al., 2010). However, the level of STS responses moved from high 
(44 – 48) to moderate (38 – 43). It was hypothesized that, overall, all participants would 
decrease by at least one level of STS from baseline to intervention phase (Barton et al., 
2018). Therefore, this hypothesis was true for Sara. Moreover, the majority of Sara’s 
scores (eight out of 13 weeks) in the intervention phase were under the level/mean of 
Sara’s baseline data, which was 45.  
The data displayed variability in increasing above the baseline level/mean five out 
of the 13 weeks of data collection in intervention. This variability and some of the higher 
outliers increased the level during intervention. Despite this variability (Kratochwill et 
al., 2010), there was some consistency (Kratochwill et al., 2010) in that the majority of 
data points fell below the intervention level/mean of 40 in intervention, which indicates 
that some slight changes occurred in lowering the severity of Sara’s STS responses when 
receiving the intervention. The trend/slope was also impacted by the variability of higher 
scores during some weeks during the intervention phase, as the trend/slope was flat 
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and/or slightly decreasing, rather than displaying a visually apparent negative trend. This 
is somewhat in contrast to the hypothesis that the STSS (Bride et al., 2004) scores would 
indicate a visually apparent decreasing trend during the intervention phase (Horner et al., 
2005). Overall, visual analysis of Sara’s data demonstrated a low magnitude of change 
(Barton et al., 2018). In summary, her STS responses reduced from high in baseline to 
moderate or below during the majority of the intervention phase. Despite the low 
magnitude of change, the performance of Sara’s data was markedly different from what 
was predicted to occur without the presence of the intervention. Therefore, a small basic 
effect is observed in Sara’s data (Kratochwill et al., 2010).  
The primary investigator engaged in consultation calls with the supervisor when 
Sara’s STS responses were heightened during the intervention phase (week 11 and 17). 
These calls were for collaboratively discussing ways the management discussion aspect 
of the intervention could be better suited to meet Sara’s needs at that time. Therefore, a 
management strategy that was added to the intervention during week 11, was for Sara to 
engage in her own individual counseling as a management strategy for increased 
intrusion and arousal responses (Bride et al., 2004). Sara was experiencing challenges in 
her own family that triggered trauma reminders from her own abuse as a child, which led 
to her having increased STS responses from her work with CSSA. After processing these 
current impacts in the affective check-in supervision intervention and implementing 
additional management strategies, Sara’s scores reduced from a 68 in week 11 to a 43 in 
week 12. Sara scored a 56 during week 17 due to a substantial increase in her caseload. 
Following a consultation call, the supervisor implemented an additional management 
strategy of more balanced scheduling and giving Sara more input in how her clients were 
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scheduled during the week. Sara’s scores decreased to 39 in week 18 and 36 in week 19. 
Therefore, when the intervention was tailored to meet counselor participants’ individual 
needs (as was intended), it appeared to be more effective in decreasing the counselor 
participant STS responses. 
 Heather. Heather was originally randomized to begin the intervention first. 
However, Sara’s scores on the STSS (Bride et al., 2004) were the highest among the three 
participants so she was moved into the intervention phase first. Therefore, Heather was 
the next participant to receive the intervention. Moreover, Heather’s scores were higher 
than the third participant’s scores, which ethically would require that she begin the 
intervention next. According to Kazdin (2011), stabilization of data in a phase can be 
observed within at least three to five data points. Therefore, the primary investigator was 
able to determine stabilization of the data after the first five weeks of Sara’s intervention 
phase. Sara’s scores were stable, despite increasing, during the last three data points of 
her intervention phase before Heather moving to the intervention phase. After a 
consultation call with Sara’s supervisor to collaboratively identify additional/different 
management strategies to meet Sara’s individual needs to attempt to help her lower STS 
responses, it was determined that it would be best to move to intervention with Heather. 
Heather’s scores in baseline remained stable and had been going in a counter-therapeutic 
direction prior to the weeks surrounding the holiday break. 
In baseline, the level of Heather’s data was approximately 33 out of an overall 
possible score of 85. A score of 33 would not put Heather in the clinical range (score of 
38+). However, she still had a mild level of STS (score of 28-37) according to the STSS 
scoring procedures (Bride et al., 2004). Heather’s scores during baseline were between 30 
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– 37 and remained in the mild range of STS responses (scores of 28-37) apart from an 
outlier during week 3 where her score was a 23 (little or no STS) and week 5 where her 
score was a 44 (severe STS; Bride et al., 2004). Out of the 11 weeks, there was one week 
where Heather’s scores were within the clinical range (Bride et al., 2004). Moreover, 
prior to the weeks surrounding the holiday break, Heather’s STSS (Bride et al., 2004) data 
indicated an increasing trend/slope, with a likelihood that her STS responses would 
continue to increase without an intervention. A drop in scores during week three and the 
two weeks following the holiday break caused Heather’s trend/slope to become flat; 
however, there was a stable pattern to predict that her scores would likely remain on this 
trajectory without an intervention (Horner et al., 2005). Heather’s scores remaining in the 
mild range is counter to what was hypothesized to occur with the implementation of the 
intervention. Therefore, Heather’s supervisor began intervention.   
 In comparing the last three data points in baseline with the first three data points 
in intervention (Kratochwill et al., 2010), Heather’s scores indicated no visually apparent 
and clear immediate effect. The last three data points in baseline had a level of 31, while 
the first three data points in intervention had a level of 35. This indicated that the data 
moved in a counter-therapeutic direction; however, it is possible that the lowered scores 
were a history effect (Kazdin, 2011) related to the holiday. Despite lack of an immediate 
effect, there was little overlap in the range of data from baseline to intervention after the 
third week of the intervention (Barton, Lloyd, Spriggs, & Gast, 2018). The STS response 
scores during the last five weeks of the intervention did not overlap with any of the data 
in the baseline phase, except the variable score in week three. Therefore, Heather’s STS 
responses during the last five weeks of the intervention were lower than the scores during 
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nine of the ten weeks of data collection in baseline (with one of those weeks being no 
data due to the holiday). Moreover, her scores in intervention fell below the level (33) in 
baseline for the majority of weeks in the intervention phase.  
Along with visually analyzing the level, the mean and median of Heather’s 
intervention data were calculated (Barton, Lloyd, Spriggs, & Gast, 2018) to inform the 
analysis. The mean of Heather’s intervention data was a 29, and the median was a 25.   
The level in the intervention phase was approximately a 27, which decreased from the 
level of 33 in baseline. The level may not have changed significantly due to some 
variability (Kratochwill et al., 2010). The level in intervention was in the little to no STS 
range (27 and below), which decreased Heather’s STS levels from the mild range in 
baseline. It was hypothesized that, overall, all participants would decrease by at least one 
level of STS from baseline to intervention phase. This hypothesis was true for Heather. 
Despite the variability (Kratochwill et al., 2010) in Heather’s data at the start of the 
intervention phase, there was some consistency (Horner et al., 2005) in that the majority 
of data points fell below the level of 27. In addition, the trend/slope during the 
intervention was decreasing, as was hypothesized would occur with the introduction of 
the intervention (Horner et al., 2005). It is predicted that with continuation of the 
intervention, Heather’s STS responses would continue to be at the little to no STS level 
due to the trajectory of the trend/slope (Horner et al., 2005). Therefore, the visual analysis 
indicated that there was a small basic effect (Kratochwill et al., 2010).  
After week 13, when Heather’s STS scores originally rose at the start of the 
intervention, the primary investigator engaged in a consultation call with the supervisor 
to collaboratively discuss ways the management strategies could better meet Heather’s 
150 
  
individual needs. Following this consultation, Heather’s supervisor encouraged Heather 
to develop professional boundaries regarding reduced personal responsibility for a 
client’s family court outcomes that were out of her control. After processing the stress of 
this case in supervision and implementing these additional strategies, Heather’s scores 
reduced from a range of 33 – 36 in the first three weeks of the intervention to 26 and 
below the last five weeks of the intervention, despite her continued work with this client 
and an increased caseload due to a therapist leaving the agency. Therefore, it appeared 
that the intervention was instrumental in decreasing Heather’s scores, specifically when 
tailored to meet her individual needs as was intended. Overall, visual analysis of 
Heather’s data demonstrated a small basic effect, as her STS responses displayed a 
consistent trajectory with a downward slope (Kratochwill et al., 2010).  
 Sasha. Sasha was originally randomized to begin the intervention last. 
Additionally, Sara and Heather’s scores on the STSS (Bride et al., 2004) remained higher 
than Sasha’s. Therefore, she was the last counselor participant to receive the intervention. 
According to Kazdin (2011), stabilization of data in a phase can be observed within at 
least three to five data points. Therefore, the primary investigator was able to determine 
stabilization of the data after the first five weeks of Heather’s intervention phase. 
Heather’s scores were steadily declining since the start of the intervention with a 
downward trend/slope that was predicted to continue (Horner et al., 2005). Sara’s scores 
were stable and had been declining during Heather’s intervention phase, despite a slight 
increase during the last two data points prior to Sasha moving to the intervention phase. 
Sasha’s scores in baseline consistently remained flat and stable throughout the baseline 
phase without variability (Kratochwill et al., 2010).  
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In baseline, the level of Sasha’s scores were approximately a 31 out of an overall 
possible score of 85. A score of 31 would not put Sasha in the clinical range (score of 
38+), however, she still had a mild level of STS according to the STSS scoring procedures 
(Bride et al., 2004). Sasha’s scores during her 16 weeks in baseline remained between 29 
– 34 and in the mild STS range (scores of 28 – 37; Bride et al., 2004). Although her STS 
response data did not indicate an increasing trend as was hypothesized, Sasha’s STSS 
(Bride et al., 2004) data indicated a flat, steady trend/slope within the mild STS level 
(Horner et al., 2005). This trend indicated a likelihood that her STS responses would 
continue to remain at this level without an intervention, as there was little variability in 
this trajectory (Horner et al. 2005). Therefore, Sasha’s supervisor began implementation 
of the intervention.   
 In comparing the last three data points in baseline with the first three data points 
in intervention (Kratochwill et al., 2010), Sasha’s scores indicated a minimal change. The 
last three data points in baseline had a level of 32, while the first three data points in 
intervention had a level of 29. However, there was overlap in the range of data from 
baseline to intervention (Barton, Lloyd, Spriggs, & Gast, 2018). Sasha had not 
experienced scores as low as 29 (last two weeks in the intervention) since the weeks 
surrounding the holiday break more than five weeks prior. Despite a possible indication 
that her scores could reduce with further intervention, the three weeks of data collection 
in intervention did not indicate a clear, visually apparent immediate effect as was 
hypothesized.  
The level/mean in the intervention phase decreased to approximately 29, which is 
a slight decrease from the level of 31 in baseline. The level did not change significantly 
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due to Sasha’s scores remaining flat and stable in the mild STS range (28- 37) during the 
baseline and intervention (Bride et al., 2004). It was hypothesized that, overall, all 
participants would decrease by at least one level of STS from baseline to intervention 
phase. This hypothesis was not true for Sasha’s intervention data. Due to having only 
three weeks in intervention and the overlap of all three intervention data points, the 
primary investigator was unable to predict a change in the level, trend/slope, and pattern 
of the data with continuation of intervention (Horner et al., 2005).  Therefore, no basic 
effect was observed in Sasha’s data (Kratochwill et al., 2010).   
As with the other participants, the primary investigator engaged in a consultation 
call with Sasha’s supervisor following week 18, as Sasha’s scores in intervention 
continued to overlap with her scores in baseline. The primary investigator and supervisor 
discussed ways the management discussion could be tailored to meet Sasha’s individual 
needs following no change in STS responses. After this consultation, Sasha’s supervisor 
encouraged Sasha to seek more social support outside of work and engage in mindfulness 
to increase present moment awareness during her sessions. Though there was an inability 
to observe changes in Sasha’s scores following further implementation of the 
intervention, it is possible that the intervention could be instrumental in decreasing 
Sasha’s STS responses with more time in intervention. As this occurred with the prior 
two counselor participants with more time receiving the intervention. Overall, visual 
analysis of Sasha’s data demonstrated no basic effect (Kratochwill et al., 2010).   
 Visual analysis across phases and participants. Across counselor participants, a 
small basic effect was observed across and within the first two counselor participants’ 
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data; however, there was no basic effect for the final participant (Kratochwill et al., 2010) 
as observed in Figure 4.1.  
 
Figure 4.1 Secondary traumatic stress responses across participants during baseline and 
intervention phases. 
 
The counselor participants’ scores rose or remained the same within the first three to five 
data points following the intervention before a downward trend was observed in two of 
the participants’ data. It was hypothesized that counselor participants’ STS responses 
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would increase, or remain at the current level, during baseline with a visible, immediate 
change in the data’s level and a decreasing trend/slope during intervention phases 
(Horner et al., 2005). While there was not always a visible immediate effect in the data, 
two of the counselor participants’ scores consistently displayed slight decreasing trends 
and small changes in level that reflected a small basic effect in two of the counselor 
participants’ performances across and within phases and participants at two different 
points in time (Barton, Lloyd, Spriggs, & Gast, 2018; Kazdin, 2011; Kratochwill et al., 
2010). Variability was evident in Sara’s scores during intervention and in Heather’s 
scores during baseline, which caused their data to fluctuate around the fitted line 
(Kratochwill et al., 2010). Though Sasha’s scores were not as variable, she had overlap 
between the range of scores in baseline and intervention phases that did not make it 
possible to predict a continued change in a therapeutic direction if the intervention were 
to continue (Horner et al., 2005).  
It was hypothesized that three basic effects would be observed at three different 
points in time between phases and across counselor participants in order to observe a 
functional relation and make causal inferences that the intervention was responsible for 
the changes in the dependent variable (Kratochwill et al., 2010). Though there were two 
small basic effects across counselor participants between phases at two different points in 
time, the final participant’s data did not demonstrate a basic effect (Kratochwill et al., 
2010). Therefore, no causal inferences can be made that the intervention was responsible 
for the change in the dependent variable. However, the results still contribute to the 
available knowledge surrounding ways that supervision interventions could mitigate STS 
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responses in counselors treating CSSA, as changes were observed in two of the counselor 
participants following receiving the affective check-in supervision intervention.   
Qualitative Questionnaire Preliminary Themes 
Preliminary themes are offered for each counselor participants’ responses to the 
Counselor Experiences Questionnaire (CEQ). As previously described, this questionnaire 
included three open-ended additional probes regarding their report of additional/no 
additional STS and related responses of the counselor participants weekly. The 
participants completed this questionnaire one time per week during baseline and 
intervention phases of the study. 
Sara. Sara’s responses to the CEQ were analyzed for preliminary themes using 
initial coding strategies (e.g., process, emotions, values, versus, causation, theming) as 
suggested by Saladaña (2016). Some of the preliminary themes that emerged from Sara’s 
responses will be described based on if they were reported following a “yes” or “no” 
response to whether she experienced any additional impacts to her work with CSSA that 
were not listed in the STSS (Bride et al., 2004).  
When Sara reported not having any additional impacts to her work with CSSA 
(with zero no responses in baseline and 7 no responses in intervention), her responses led 
to the following themes: (1) support of supervisor leading to decreased stress and 
increased encouragement, (2) enhanced coping skills led to self-efficacy to manage 
stress, (3) finding purpose and meaning in the work, (4) lower caseloads increased ability 
to manage stress, and (5) lower caseloads allowed more present moment awareness in 
session with clients. Sara described her experiences of these themes in the following 
response to the CEQ on week seven (second week in intervention):  
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I was actually able to take some of the skills I talked to [supervisor’s name] about 
last week during supervision and put them to work this week. When I felt myself 
being impacted by my work with my kids I thought about what I could control 
and went from there. I was also better prepared since the workload has diminished 
a little bit for me this week. I was able to be more in-tuned with my kids and work 
through their problems without allowing it to affect me after work hours.  
This quote highlights the majority of the preliminary themes in regarding her responses 
of “no” additional impacts to working with CSSA. Moreover, this quote displays the 
potential impacts of the intervention in helping Sara to better manage STS responses 
related to her work.  
 Some preliminary themes that emerged when Sara responded “yes” (four yes 
responses in baseline and six yes responses during intervention) to having additional 
impacts related to her work with CSSA were: (1) client progress led to hope in 
challenging times, (2) continued supervisor support, (3) complex trauma cases and 
graphic trauma narratives increased STS responses, (4) higher caseloads led to increased 
STS responses and inability to focus in session, (5) personal trauma triggers increased 
STS responses, (6) personal trauma triggers make concentration in session difficult, and 
(7) continued use of coping strategies. When Sara discussed being “very stressed out” 
because of an increased caseload and “no time” to do her paperwork, she stated that the 
CSSA she sees “continue to do well in therapy and at home so I find that very rewarding 
and my motivation to continue to do well.” This displays her ability to find hope in the 
progress of her clients, even when the work is more challenging. Sara also described 
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continued support of her supervisor and use of coping strategies in managing STS 
responses to complex trauma cases and an increased caseload:  
This week was busy and rough. My client load has risen…I had a few hard 
sessions with some of my kids. I noticed I have not been sleeping well this week, 
and I kept waking up thinking about my different sessions with my kids. 
However, after talking to my supervisor I felt better. I’ve continued to use my 
coping skills to help me handle the stress from working with such broken kids. 
This quote illustrates many of the preliminary themes regarding Sara’s responses of “yes” 
to additional impacts to working with CSSA. Moreover, this quote highlights the 
potential for the intervention to help Sara reduce STS responses to her work.   
Heather. Heather’s responses to the CEQ, were analyzed for preliminary themes 
using Saladaña’s (2016) initial coding strategies (e.g. process, emotions, values, versus, 
causation, theming). Preliminary themes that emerged from Heather’s responses are 
described based on being reported following a “yes” or “no” response to whether she 
experienced any additional impacts to her work with CSSA that were not listed in the 
STSS (Bride et al., 2004).  
When Heather reported not having any additional impacts to her work with CSSA 
(with nine no responses in baseline and four no responses in intervention), her responses 
led to the following themes: (1) lower caseload and client interaction led to reduced 
stress, (2) agency conflict causes stress, rather than clients, (3) support of supervisor 
reduced stress, isolation, and exhaustion, and (4) support of supervisor increased hope in 
the work. Sara described her experiences of these themes in the following response to the 
CEQ on week seven (fifth week in intervention):  
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It has really helped me to have my supervisor ask me questions about how I am 
feeling and help me to really talk through it. I feel less isolated in the work I am 
doing and feel more supported…it has also helped me to have these 
feelings/reactions normalized.  
This quote highlights the preliminary themes regarding the benefits surrounding the 
support of her supervisor. Another quote regarding her ability to better manage stress due 
to the support of her supervisor was that supervision was helped her “…in processing 
how these clients impact me personally. I notice I am feeling less drained at the end of 
the work day than I used to, yet I am seeing the same number of clients, it not more.” 
Moreover, she stated that some weeks her stress was due to “environmental factors in the 
office” and was “not as much my clients.” During the weeks surrounding the holidays 
and when she was out sick (week three when her score went down to a 23 during 
baseline), Heather stated she had no responses due to “fewer interactions with clients than 
I normally would. Heather also described days off around the holidays stating, “I am 
seeing fewer clients and looking forward to a few days off.” These quotes highlight some 
of the reasons Heather identified for having “no” additional impacts to working with 
CSSA during the study. Moreover, these quotes displayed the possibility that the 
intervention helped Heather to better manage STS responses related to her work by 
having a place to process personal impacts and feel validated by her supervisor.  
 Preliminary themes that emerged when Heather responded “yes” (one yes 
response in baseline and four yes responses during intervention) to having additional 
impacts related to her work with CSSA were: (1) complex trauma cases caused increased 
stress and (2) increased caseloads caused increased stress. During the first few weeks of 
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the intervention, Heather reported having a case that was “upsetting,” “overwhelming,” 
and that made her feel “helpless.” Heather described her feelings about this case saying, 
“I am having a hard time trusting in the court system, and I feel angry and hopeless that 
they have not done anything to protect my client.” Heather described feelings when her 
caseload increased and she had difficult sessions with clients saying she had “increased 
neck/shoulder tension, which led to tension headaches.” She stated that she believed this 
was due to “higher volume of clients” and “greater stress due to some challenging 
sessions.” These themes and quotes displayed the need for Heather to experience the 
support of her supervisor during the intervention and increased use of coping strategies to 
manage STS responses to complex trauma cases and an increased caseload.  
Sasha. Sasha’s CEQ responses were analyzed using initial coding strategies (e.g., 
process, emotions, values, versus, causation, theming) to develop preliminary themes as 
proposed by Saladaña (2016). Preliminary themes that emerged from Sasha’s responses 
are described based on being reported following a “yes” or “no” response to whether she 
experienced any additional impacts to her work with CSSA that were not listed in the 
STSS (Bride et al., 2004). As Sasha responded with only “no” responses throughout the 
19 weeks of data collection, themes surround her report of having no additional impacts 
to her work with CSSA.  
Sasha reported not having any additional impacts to her work with CSSA that 
were not covered by the STSS (Bride et al., 2004). Her responses for having had no 
additional impacts led to the following themes: (1) feelings of competency heightened by 
receiving training, (2) support (colleagues, supervisor, agency) led to feeling motivated 
and encouraged, (3) focus on the importance of the work, despite challenges, and (4) 
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enthusiasm for the profession, and (5) mindfulness for coping. Sasha described her 
experiences of support and how this reduced impacts of the work: “I don’t feel I have 
been impacted negatively this week from my cases because I have been in 
communication with my supervisor and colleagues regularly…concerning my work with 
trauma victims, as well as processing…individual challenges.” Moreover, she described 
feeling encouraged by her colleagues: “My coworkers are awesome at positively 
motivating me when I may get discouraged about my work with clients.” Another quote 
that highlights the value Sasha placed on her agency’s support and how this allows her to 
find purpose and meaning in challenging work was when she stated, “The support that is 
given here is awesome and helps keep me grounded and focused on the importance of the 
work that I do despite how challenging it may get at times.” She echoed this stating that 
while she feels the work can be “disturbing at times,” she feels that support of her 
supervisor and colleagues and ability to “take comfort in the fact that I am causing no 
more trauma and pain to their lives” makes her feel “excited” because she is able “to 
work on recovery with people who may feel broken or alone.” Regarding how training 
increased her competency to do the work she stated that in her agency “training is always 
available” and that the training “boost my confidence to execute my job in the most 
accurate and professional manner.”  
Following the intervention, Sasha described new management strategies that 
helped to reduce impacts to the work, which included mindfulness for coping. Sasha 
stated that supervision had been “great” because it helped her “process my thoughts and 
attitude toward the clients I work with. I am going to work on being mindful and staying 
in the present moment to help me slow down and process the best way to serve my 
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clients.” She stated that “working on mindfulness for myself has been therapeutic” and 
that it has helped her in her “professional and personal life” because it helped her “stay in 
the present moment without my mind wandering to a hundred other things.” These quotes 
highlight some of the reasons Sasha identified for having “no” additional impacts to 
working with CSSA during the study. Moreover, these quotes displayed the possibility 
that the intervention helped Sasha to better manage STS responses related to her work by 
developing new management strategies she was not previously using (e.g., mindfulness).  
Implementation Fidelity 
 Implementation fidelity (Barton, Meadan-Kaplansky, & Ledford, 2018) of 
supervisor training and supervisor refresher training is reported in this section. Ensuring 
implementation fidelity involves the researcher systematically training the implementers 
(supervisors) as was intended (Barton et al., 2018). Implementation fidelity was measured 
by a third, trained observer using the Supervisor Training Procedural Fidelity Checklist 
(see Appendix R) and Supervisor Refresher Training Procedural Fidelity Checklist (see 
Appendix T).  The third observer was a white male in his mid-20’s who is a second-year 
Educational Specialist with a concentration in Marriage Couples and Family Counseling.  
 Implementation fidelity for the first two supervisor trainings were at 100%, while 
the implementation fidelity of the training for the last supervisor was at 92%. In the last 
supervisor training, the primary investigator missed the last procedure in the checklist, 
which was to provide an overview of what occurs in potential refresher training. This 
made the overall implementation fidelity of the initial supervisor training 97%. The 
Supervisor Training Procedural Fidelity Checklist (see Appendix R) included 13 
procedures overall.  
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When the training was initially planned, there were 12 procedures. The procedure 
that was added to the training after it was included in the first supervisor training was the 
primary investigator including an example role-play of the use of the intervention 
(Procedure 3 in the Procedural Fidelity component of the training), prior to the supervisor 
engaging in skills practice of the intervention. Including this in the first training and was 
helpful to the first supervisor in answering questions about potential issues that may arise 
implementing the intervention, as well as reduced anxiety by being able to observe 
implementation prior to the supervisor engaging in implementation skills practice.  
There was one supervisor refresher training completed during the study, which 
was completed at 100% implementation fidelity, as measured by the third observer. The 
supervisor refresher training was completed with the first supervisor when her procedural 
fidelity fell to 55% the third week implementing the intervention. This was also the week 
following the one-week holiday break. The supervisor missed four of the nine procedures 
on the procedural fidelity checklist in the management discussion component.  
During this refresher training, discussions with the supervisor led to implementing 
changes to the management discussion component of the intervention based on the 
supervisors’ feedback regarding feasibility of implementation procedures (see Appendix 
K - Procedural Fidelity Checklist). The management discussion was changed to be 
provided in an interchangeable order that felt natural to the supervisor, as well as 
exceptions to certain procedures based on needs of the counselor participants each week. 
These changes and exceptions can be found in the parentheses beside each component in 
the Procedural Fidelity Checklist.  
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Procedural Fidelity 
 Barton and colleagues (2018) suggest monitoring procedural fidelity for 20-33% 
of sessions for each participant in each condition. Threats to internal validity (e.g. 
changes to supervision during baseline, variability and inconsistency in implementation) 
were reduced and the rigor of the study was increased by 100% monitoring of supervision 
sessions. Every session, during baseline and intervention, was recorded and reviewed by 
two trained observers to ensure consistent procedural fidelity during baseline and 
intervention. Observer training information can be found in Appendix O. The two trained 
observers in this study were both licensed, clinical social workers who work in mental 
health positions and are within their first 5 years of practice.   
During baseline, observers monitored supervision sessions to observe the absence 
of the affective check-in supervision intervention being implemented intentionally at the 
beginning of supervision sessions and the consistent inclusion of supervision-as-usual 
conditions established prior to baseline for each supervisor (see Appendix U). During 
intervention, the observers monitored the supervision recordings to observe the 
intentional implementation of the manualized affective check-in supervision intervention 
protocol by the supervisors, followed by consistent supervision-as-usual conditions 
established prior to baseline. The observers used the Procedural Fidelity Checklist (see 
Appendix K) to monitor the supervision sessions during baseline and intervention phases. 
The Procedural Fidelity Checklist includes the affective check-in supervision 
components and procedures, along with a space to write the supervision-as-usual content 
observed and any deviation from usual content during the session.  
164 
  
Procedural fidelity was measured by dividing the number of manualized 
intervention procedures completed by the supervisor by the total number of manualized 
intervention procedures possible. The resulting number was multiplied by 100 to provide 
a percentage of procedural steps completed in the session (Kazdin, 2011).  It was 
expected that during baseline, the observers would observe 0% procedural fidelity to the 
manualized intervention along with noting the supervision-as-usual content and any 
deviation from this content. It was expected that during intervention phases, the observers 
would observe 100% procedural fidelity to the manualized intervention along with noting 
the supervision-as-usual content and any deviation from this content. 
Procedural Fidelity Results 
 During baseline, procedural fidelity of the intervention was consistently at 0% for 
all supervisors in the study. Therefore, the affective check-in supervision intervention 
was not observed to have occurred during baseline, which reduces the threat of treatment 
diffusion to the internal validity of this study (Kazdin, 2011). The supervisors continued 
to use only the supervision-as-usual content established prior to baseline throughout 
baseline phases, as was observed and recorded by the two trained observers.  
 Rachel was the first supervisor to implement the intervention with Sara over a 
period of 14 weeks (weeks 6 – 19). There was one week where supervision was not 
provided due to the holiday break. Therefore, there were 13 weeks of intervention 
implementation. Rachel met procedural fidelity of the intervention by 100% for 11 out of 
the 13 weeks. During week nine, or the third week of implementing the intervention 
(directly following the holiday break), Rachel’s procedural fidelity fell to 55%. At that 
time, a refresher training was provided as was aforementioned. In observations of week 
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14, the observers were not in agreement about Rachel’s procedural fidelity with one 
observer reporting 77%, while the other observer reported 100% fidelity. Therefore, this 
week is recorded at 89% by averaging the two observer’s scores. A discrepancy 
discussion (see Appendix V) was facilitated by the primary investigator to reduce 
potential observer bias or drift (Ledford, Lane, & Gast, 2018).  Overall, Rachel’s 
procedural fidelity, on average, was 96%.  
 Maggie was the second supervisor to implement the intervention with Heather in 
an intervention phase that took place over a period of eight weeks (weeks 12 – 19). The 
observers recorded Maggie’s procedural fidelity at 100% all of the eight weeks in the 
intervention phase. Therefore, Maggie’s procedural fidelity was at 100% overall.  
 Ann was the third supervisor to implement the intervention with Sasha in an 
intervention phase that took place over a period of three weeks (weeks 17 – 19). The 
observers recorded Ann’s procedural fidelity at 100% all of the three weeks in the 
intervention phase. Overall, Ann’s procedural fidelity was 100%. Therefore, overall 
procedural fidelity in this study was 99%, which means that the intervention was 
implemented as intended throughout the study.  
 Interobserver Agreement  
Interobserver agreement was calculated to ensure procedural fidelity was 
accurately being measured by the two trained observers by using the percentage 
agreement method (Kazdin, 2011; Ledford, Lane, & Gast, 2018), which divided the 
number of opportunities the observers are agreement by the number of total opportunities 
to agree and multiplying that number by 100 for a percentage of agreement (Kazdin, 
2011; Ledford et al., 2018). If interobserver agreement fell below 80%, a discrepancy 
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discussion (Ledford et al., 2018) took place to reduce observer bias and observer drift 
(see Appendix V). Though Kratochwill and colleagues (2010) suggest calculating 
interobserver agreement of at least 50% of observations, interobserver agreement was 
calculated for 100% of observations in this study.  
The observers had 100% interobserver agreement based on the percentage 
agreement method for all baseline phases. In intervention phases, the observers had 100% 
agreement for 11 out of 13 intervention observations for Rachel, 100% agreement for six 
out of eight intervention observations for Maggie, and 100% agreement for two out of 
three intervention observations for Ann. Therefore, out of 24 total intervention 
observations, the observers were in 100% agreement for 19. Of the five percentage 
agreements below 100%, four were still above the cut-off of 80% (Ledford et al., 2018), 
and fell at 89% for three and 83% for one. Of these four percentage agreements that were 
lower than 100%, they were disagreements about the number of procedures possible in 
the intervention sessions; however, both observers agreed that the supervisors met 
procedural fidelity at 100%. One percentage agreement fell below 80% at 78% in week 
14 for Rachel. This disagreement was regarding one observer reporting 9/9 procedures 
were followed by the supervisor, while the other observer reported 7/9 procedures were 
followed by the supervisor. Due to the interobserver agreement falling below 80%, the 
primary investigator facilitated a discrepancy discussion (see Appendix V) to ensure a 
reduced potential for observer bias and observer drift in future observations (Ledford et 
al., 2018). Overall, the average interobserver agreement for the intervention phase was 
97%.  Despite some minimal discrepancy in observations during the intervention phase, 
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the average percentage of interobserver agreement for all 54 observations in baseline and 
intervention was 99%.  
Social Validity 
Social validity is a vital element of SCRDs (Kazdin, 2011). Social validity 
involves considering the social significance of the dependent variable being investigated. 
Furthermore, social validity can also be endorsed by the participants who receive the 
intervention regarding their perception that the intervention was valuable and beneficial 
to them (Horner et al., 2005; Kazdin, 2011). The opinions of the participants who 
received the intervention are to be considered by future researchers who may replicate the 
study (Kazdin, 2011). 
Social validity of this study was measured by the counselor participants 
completing a 7-item Counselor Post Intervention Follow-Up Questionnaire (see 
Appendix L) with open-ended and likert-scale prompts that was developed by the 
primary investigator for the purposes of this study (see Appendix L). Furthermore, the 
supervisors and observers of the procedural fidelity were additional stakeholders that had 
essential perspectives to capture to add to the social validity of the study. Barton and 
colleagues (2018) suggest that input that includes various perceptions regarding the value 
of the intervention is an essential aspect of SCRDs. Therefore, supervisors completed the 
Supervisor Post-Intervention Follow-up Questionnaire (see Appendix M) and observers 
completed the Observer Post-Investigation Follow-up Questionnaire (see Appendix N) 
following completion of the study. These insights could enhance the knowledge of future 
supervisors regarding implementation of this intervention, as well as future investigators 
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measuring the effectiveness of this intervention in impacting STS symptoms in 
counselors.  
Counselor Participants  
 The counselor participants endorsed the likeability of the intervention based on 
their experiences receiving it with the highest possible likert response of four (very 
much). The counselor participants provided responses of four (very much) indicating they 
felt that the outcomes they experienced from receiving the intervention were worth the 
time and effort they gave to the study. Additionally, the counselor participants all 
endorsed the intervention as helpful with responses of four.  The counselor participants 
also shared that they would like to continue receiving the intervention, despite ending the 
study. Furthermore, they stated that they would recommend the intervention to other 
counselors. Social validity of the study was increased by counselor participants’ 
endorsement of the intervention as likeable, helpful, something they would continue and 
recommend.  
 The counselor participants also responded to two open-ended prompts. One 
prompt asked about the counselor participants’ motivating factors for remaining a part of 
the study to completion. The other question asked for counselor participant reflections 
about their experiences receiving the intervention. These responses were analyzed for 
preliminary themes using initial coding strategies (e.g. process, emotions, values, versus, 
causation, theming) as suggested by Saladaña (2016).  Some common preliminary themes 
across counselor participant responses to what motivated them to remain a part of the 
study were that the intervention: (1) built their reflective capacity and awareness of the 
effects of the work, (2) had a positive impact on the supervisory relationship perceptions 
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of supervisors, and (3) helped them personally and professionally. Sasha stated that the 
intervention built her reflective capacity and awareness because it “helped me stay 
mindful of my own emotions and attitudes toward my clients and the challenging work I 
do.” Sara shared about improvements to her supervision relationship stating, “I felt it had 
a positive impact on my relationship with my supervisor, which made it very worthwhile 
for me.” Heather reported, “I know my supervisor was receiving feedback, which made 
her a better supervisor…with at the end helps me become a better…therapist.” Finally, 
Heather stated that the intervention “helped me personally and professionally, which 
motivated me to continue with it.” Social validity of this study was increased by the 
reasons the counselor participants shared that they remained in the study to completion. 
 Some preliminary themes about counselor participant reflections of receiving the 
intervention echoed some of their response to the aforementioned questions about 
motivations for continuing in the study. The themes from the counselor participants 
reflections included: (1) strengthened reflective capacities, (2) awareness of how 
counselor feelings impact work with clients, (3) increased feelings of competency, (4) 
increased effectiveness and intentionality of self-care, (5) increased self-disclosure with 
supervisor, and (6) valued support of supervisor. Regarding strengthened reflective 
capacities/awareness and increased self-care, Sara stated that the intervention helped her 
realize “how much impact working with my kids has on me on a weekly basis, and what I 
need to do to take care of myself on my worst days so I can continue to help them.” Sasha 
stated the following about increased reflective capacities and awareness: 
The intervention is focused on making you the best clinician you can be in the 
aspect that a lot of times as counselors we become so focused on the clients we 
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serve that we forget that our attitudes and mindset towards our work and clients 
needs to be monitored and assessed. 
Heather reported that due to the intervention she was “becoming more aware of my 
personal feelings surrounding how my clients and specific sessions affect me 
emotionally, mentally, and physically.” She also stated that as a result of the intervention 
she had “heightened awareness of needing self- care” and that her self-care become 
“more intentional and effective.” Sara stated that during the intervention her supervisor 
“helped me work through some tough says and sessions.” Heather reported that the 
intervention “normalized the intensity of some of my cases, which has helped me feel 
more comfortable sharing how I’m feeling with my supervisor.” Social validity of the 
intervention was confirmed by the counselor participants’ positive perceptions of the 
intervention and outcomes.  
Supervisors 
The supervisors endorsed the intervention with the highest possible likert 
response of four (very much) regarding the intervention as helpful, likeable, and worth 
their time and effort due to perceived positive outcomes of the intervention. Two of the 
three supervisors responded with threes (mostly), while one counselor responded with 
four (very much) when responding to the feasibility of implementing the intervention. 
The supervisors agreed that they would continue to provide the intervention post-study, 
and that they would recommend training in the intervention to other supervisors. Social 
validity was increased by confirmation from the supervisors that the intervention was 
likeable, helpful, feasible to implement and something they would continue and 
recommend to other supervisors. 
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 The supervisors also responded to two open-ended prompts. One prompt asked 
about the supervisors’ motivation for remaining a part of the study until the end. The 
other question asked for supervisor reflections about their experiences providing the 
intervention. Preliminary themes will be provided, which were analyzed using Saladaña’s 
(2016) initial coding strategies (e.g. process, emotions, values, versus, causation, 
theming). Some common preliminary themes of supervisors’ responses to what motivated 
them to remain a part of the study were that they desired to: (1) help supervisees, (2) raise 
supervisee awareness of secondary trauma, (3) retain counselors in the field. The final 
preliminary theme included the supervisors stating that they saw positive outcomes from 
the intervention that motivated them to want to continue to use it. Ann reported 
remaining in the study because she “wanted to learn the intervention in order to help my 
supervisees and future therapists…to be aware of the effects of secondary trauma and 
how to deal with them so they stay in this field.” Maggie reported that she stayed in the 
study because she found the intervention to be “very helpful,” and she believed her 
supervisees would “benefit greatly from this intervention.” Finally, Rachel reported that 
she continued to the end of the study because she saw “how it was helping my 
supervisee.” Social validity of the intervention was confirmed by the counselor 
participants’ desire to remain a part of the study because they believed in the benefit of 
the intervention. 
 Finally, the supervisors reported their reflections of providing the intervention to 
the counselor participants. The preliminary themes derived from their responses are as 
follows: (1) intervention provides structure and balance to discussion of emotions and 
secondary trauma, (2) supervisees’ benefit and positive perceptions of intervention, (3) 
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increased supervisee awareness and decreased avoidance, and (4) increased self-efficacy 
to help supervisees with STS responses. Rachel reported that the intervention was a 
“great model” that “helped me as a supervisor become stronger and more effective.” Ann 
stated that prior to training in the intervention she had “difficulty with some therapists 
asking them about their own feelings.” After receiving training in the intervention she felt 
that it “provided me with the structure to do it” and “helped me find a balance of focusing 
too much on the therapist’s secondary trauma and focusing not enough on it.” Maggie 
stated that she was “grateful” for participating because it helped her not to get “caught in 
the work” and to “ignore some of the secondary traumatic stress signs.” In addition, 
Maggie felt her supervisee, Heather, was “very receptive and voiced her positive feelings 
about the intervention.” Rachel also reported that her supervisee, Sara, was “receptive” 
and that she “can definitely tell that this model helped her a lot.” The positive perceptions 
of the supervisors regarding the intervention and outcomes increased the social validity of 
this study. 
Observers 
 For this section, observers’ chosen pseudonyms will be used to describe the two 
trained observers’ responses to protect their right to privacy and confidentiality. The 
observers will be referred to as Rosa and Margaret. Rosa and Margaret also recognized 
the intervention as likeable, helpful, and something they would recommend with the 
highest possible responses on the likert scales. Rosa felt the intervention was very much 
(four response) feasible, while the Margaret felt the intervention was mostly (three 
response) feasible. Rosa provided a four (very much) and Margaret provided a three 
(mostly) response when asked if they perceived outcomes for the counselor participants 
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was worth the time and effort they put into the study. Both agreed that they would want 
to receive the intervention themselves in their own supervision experiences. These 
responses echoed the sentiments of the supervisors and counselor participants.  
 Of the two open-ended prompts regarding reflections and motivating factors for 
remaining observers throughout the entirety of the study, some preliminary themes are 
described. Rosa stated that she continued observation throughout the study because she 
wanted to “see the outcome of the intervention.” Moreover, Margaret said she had a 
“desire to assist in furthering innovation in evidence-based practices.” Rosa and Margaret 
had the following common preliminary themes in their reflections of observing all 
baseline and intervention supervision sessions: (1) Baseline supervision focused on case 
management, (2) Intervention supervision focused on supervisee thoughts and emotions, 
(3) Supervisee established self-care routines, and (4) Supervisee reported positive 
outcomes in mood and stress reduction. Rosa stated that from baseline to intervention, 
supervision sessions “changed from primarily case management” to being “focused on 
thoughts and emotions of the supervisees.” Similarly, Margaret reported that baseline 
supervision sessions focused on “case consultation” with “little to no…discussion of self-
care and management of stressors.” Margaret also stated that baseline supervision 
sessions were “markedly different in structure and content” from intervention sessions. 
Margaret shared observations of changes in counselor participants’ responses in 
intervention stating that they “established new and additional self-care routines and 
reported positive outcomes in mood and stress reduction during intervention phases.” The 
reflections of the observers add to the social validity of the importance of studying this 
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dependent variable with the targeted population, as well as the benefit of the intervention 
to constituents.  
Chapter Summary 
 Chapter Four provided a detailed description of the results of this study. The 
investigation was purposed to contribute to the current literature regarding the use of 
supervision to mitigate STS responses in counselors working with child trauma 
populations. The primary investigator used a CMBD to measure the effect of an affective 
check-in supervision intervention on STS responses among counselors who treat CSSA.  
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CHAPTER FIVE: DISCUSSION 
 
 Chapter Five provides a summary of this investigation, study purpose, description 
of the methodology used to answer the research question, and the results of the 
investigation. This chpater includes further discussion of the results of this study, which 
will connect the study to previous literature and make inferences about the findings. 
Chapter five also describes the study limitations, along with implications for future 
research. Finally, the chapter provides implications for counselor education programs and 
clinical supervisors.  
Summary of the Study 
 The purpose of this investigation was to study the effect of an affective check-in 
supervision intervention on secondary traumatic stress (STS) responses among 
counselors treating child survivors of sexual abuse (CSSA). There is an absence of 
available literature including empirically-studied supervision interventions that address 
STS and associated responses in counselors working specifically with child survivors of 
trauma (Knight & Borders, 2018). Moreover, there are no empirically-supported 
supervision models that address the STS responses of counselors who have high 
caseloads of CSSA. Scholars in the field have conceptualized and studied models of 
supervision that address certain secondary impacts (e.g. vicarious trauma, burnout, 
compassion fatigue) of engaging in the work of counseling with a variety of populations 
(Blount & Mullen, 2015; Hayden, Williams, Canto, & Finklea, 2015; Lenz & Smith, 
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2010; Lindo et al., 2015; Meany-Walen, Davis-Gage, & Lindo, 2016; Newswald-Potter 
& Simmons, 2016; Ohrt, Prosek, Ender, & Lindo, 2015; Peled-Avram, 2017; Wells, 
Trad, & Alves, 2003; Young, Lambie, Hutchinson, & Dyer, 2011). However, these 
models were not developed to focus on STS responses and are not focused on 
interventions with counselors working with child trauma survivors.  
Supervision has been conceptualized as a potential protective factor for STS 
responses in counselors and a mechanism for building counselor self-efficacy for 
working with trauma survivors (Canfield, 2005; Etherington, 2000; Everall & Paulson, 
2004; Killian, 2008; Knight, 2013; Pearlman & Saakvitne, 1995b; Sodeke-Gregson, 
Holtum & Billings, 2013; Sommer, 2008; Whitfield & Kanter, 2014). In addition, 
scholars have provided conceptualizations of what trauma counselors may need in 
supervision to feel supported in their work with child and adult trauma survivors 
(Courtois, 2018; Jordan, 2018; Knight, 2018; Knight & Borders, 2018; Wymer et al., in 
review). However, there have been few experimental studies that examine the 
effectiveness of implementing such interventions among counselors working with trauma 
populations. It is vital that this absence in the literature be addressed given what is known 
about how STS impacts counselors and their ability to provide effective treatment to 
CSSA (Etherington, 2000; Everall & Paulson, 2004; Knight, 2013; Knight, 2018; 
Pearlman & Saakvitne, 1995a; Stamm, 1995). 
Therefore, this study was purposed to address this gap in the literature by 
empirically-studying the impact of a theoretically-supported supervision intervention on 
STS responses among counselors providing treatment to CSSA. The intervention under 
investigation was an affective check-in conceptualized by Knight (2004; 2013; 2018). 
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The affective check-in was the intervention chosen in this study due to consistent support 
within the literature that STS responses in trauma counselors could be mitigated by 
supervision practices that allow counselors to feel validated when openly processing 
personal impacts and related thoughts and emotions connected to trauma work, as well as 
learning ways to manage these responses (Canfield, 2005; Etherington, 2000; Everall & 
Paulson, 2004; Killian, 2008; Knight, 2013; Pearlman & Saakvitne, 1995b; Sommer, 
2008; Sommer & Cox, 2005; Sommer & Cox, 2006; Whitfield & Kanter, 2014; Wymer 
et al., in review).  
Given the aforementioned literature supporting the use of an affective check-in 
(Knight, 2004; Knight 2013; Knight 2018) supervision intervention for reducing STS 
responses among trauma counselors, this study focused on measuring the effectiveness of 
implementing such an intervention in reducing STS responses among counselors treating 
CSSA. A concurrent multiple baseline design (CMBD), across participants, was used to 
measure the impact of the independent variable, affective check-in supervision 
intervention, which included these components (Etherington, 2000; Knight, 2004; 
Knight, 2013): (a) an inquiry into the counselors’ current reactions (i.e. thoughts, 
feelings, personal impacts) to CSSA clients, (b) validation by the supervisor that these 
feelings are normal, okay, and/or understood, and (c) discussion of ways to manage these 
responses. Following approval by the University of South Carolina Institutional Review 
Board, counselor participants’ STS responses (dependent variable) were measured by the 
Secondary Traumatic Stress Scale (STSS; Bride, Robinson, Yegidis, & Figley, 2004) one 
time every week throughout baseline and intervention phases. Overall, data was collected 
for 19 weeks beginning in November 2018 and ending in March 2019.  
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Participant Demographics 
In this investigation, the sample was made up of counselor participants who were 
provisionally-licensed and within their first two years of practice treating high caseloads 
of CSSA in Child Advocacy Centers (CACs) located in rural counties of SC and NC. All 
of the counselor participants had mild to moderate STS responses at the start of the study 
as measured by the STSS (Bride et al., 2004). The participants all identified as 
heterosexual, cisgender females aged 26 – 35 with the following reported ethnicities: 
African-American/Black, Hispanic, and Caucasian/White. These counselors and their 
supervisors who implemented the intervention all remained in the study until data 
collection was complete.  
Methods 
A CMBD, across-participants, single case research design (SCRD) was used to 
examine the research question guiding this study. This design was chosen to investigate 
the constructs due to ethical implications and feasibility of testing a novel intervention on 
an understudied population experiencing a socially significant challenge that does not 
have high occurrence in the counseling field (Heppner, Wampold, Owen, Thompson, & 
Wang, 2016; Kazdin, 2011; Lenz, 2015). The CMBD, across participants, SCRD was the 
experimental design used in this study to isolate the effect of the intervention on levels of 
STS among counselors treating CSSA. Due to the ethical implications of withdrawing an 
intervention that could reduce STS, this design allowed for potential observation of the 
effect of the intervention across participants who received the intervention at, at least 
three different points in time (Kazdin, 2011).  
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Data was collected continuously over a period of 19 weeks. Counselor 
participants began the baseline phase (i.e. absence of the intervention) concurrently and 
attended one hour of weekly supervision-as-usual with the previously identified 
supervisor at their CAC. Counselor participants completed the STSS (Bride, Robinson, 
Yegedis, & Figley, 2004) one time per week throughout baseline and intervention to 
measure changes in the dependent variable, STS responses. The first participant received 
the affective check-in supervision intervention when stabilization in baseline data (i.e. 
scores on the STSS; Bride et al., 2004) was observed for at least five data collection 
points (Horner et al., 2005; Kazdin, 2011). The participants continued to receive the 
intervention at staggered intervals once each participant was stable in baseline, as well as 
the preceding participant being stable in the intervention phase (across at least three to 
five different data points; Horner et al., 2005; Kazdin, 2011). In a CMBD, across 
participants, when the intervention is implemented, a basic effect (i.e. marked and 
immediate visual change in the data in the direction of improvement) must be observed at 
three different points in time within phases and across participants when the intervention 
is implemented in order to isolate the effect of the intervention on the dependent variables 
(i.e. functional relation; Kratochwill et al., 2010).  
Discussion of Results 
 In this section, a discussion is provided to elaborate on the results of the study 
provided in Chapter Four. Connections are made between previous research on STS and 
the supervision practices used to conceptualize the affective check-in supervision 
intervention, as were reviewed in Chapter Two. Based on the results of this investigation, 
conclusions are provided.   
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Secondary Traumatic Stress Responses  
 Overall conclusions from the results of this study were that the affective check-in 
supervision intervention was responsible for causing a small change in STS responses of 
two of the counselor participants (Sara and Heather), as was observed by a small basic 
effect in visual analysis (Kratochwill et al., 2010). However, the affective check-in 
supervision intervention did not cause a change in the final counselor participant’s 
(Sasha) STS responses. As a result of visual analysis, no basic effect was observed in 
Sasha’s data. In a CMBD, across participants, SCRD, a functional relation (three basic 
effects across phases and participants at three different points in times) must be observed 
in visual analysis to make causal inferences that the intervention was effective at causing 
the desired change in the dependent variable (Kratochwill et al., 2010). Therefore, in this 
study, no causal interpretations can be made about the effectiveness of the intervention in 
reducing STS levels. Despite no causation, conclusions can be drawn from what was 
observed in the visual analysis results of this study, as well as qualitative responses of the 
counselor participants, that still add to the dearth of literature in this area given that there 
are no empirical studies measuring the impact of a supervision intervention on STS 
responses among trauma counselors treating this population.  
No immediate, visually-apparent change. One noteworthy pattern in the data 
was that the counselor participants’ scores rose or remained the same within the first 
three to five data points following the intervention before a downward trend was 
observed in two of the participants’ data. The initial hypothesis was that counselor 
participants’ STS responses would increase, or remain at the current level, during 
baseline with a visible, immediate change in the data’s level and a decreasing trend/slope 
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during intervention phases (Horner et al., 2005). The pattern of a lack of immediate effect 
could be understood by looking at findings in previous literature. A qualitative study of 
child trauma therapists’ experiences, conducted by Lonergan and colleagues (2004), 
found that reported increases in self-awareness about responses to trauma work 
consequently led to the trauma therapists engaging in increased self-care practices 
(referred to as management strategies in this study) to address their responses. Thus, it is 
likely that it may take more than one affective check-in for counselor participants to 
experience increased self-awareness about their responses to trauma work that would, in 
turn, lead to more effective management strategies for addressing their specific STS 
responses.  
 Other scholars have had similar findings in qualitative explorations of trauma 
counselors’ experiences, which supported the notion that increased engagement in self-
reflection and exploration of personal impacts from indirect trauma exposure often led to 
more intentional wellness and self-care practices to manage and grow from these impacts 
(Bartoskova, 2017; Harrison & Westwood, 2009; Killian, 2008; Ling, Maple, & Hunter, 
2014). Moreover, many trauma therapists within qualitative studies reported that 
supervisors prompting reflective practices to raise self-awareness about indirect trauma 
responses to the work led to discussions in supervision about wellness and self-care 
strategies for managing these responses that increased their accountability for engaging in 
these practices (Harrison & Westwood, 2009; Sommer & Cox, 2005; Sommer & Cox, 
2006; Wymer et al., in review). Therefore, it is likely that immediate changes may not be 
observed when implementing an affective check-in supervision intervention with 
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counselor participants due to the possibility that the intervention may be more effective 
over time in raising self-awareness of counselor participants regarding STS responses.  
 Bartoskova’s (2017) qualitative study on vicarious post traumatic growth also 
may provide understanding about the pattern of seeing no visually-apparent immediate 
change in the data. The trauma therapist participants in Bartoskova’s study reported that 
they experienced secondary trauma responses to their clients initially (altered worldview, 
decrease in self-efficacy, helplessness, psychological disturbances). However, the trauma 
therapists reported that increased self-awareness, along with meaning-making and 
hopefulness about being a catalyst for client change, led to engagement in self-care 
strategies (professional boundaries, work-life balance, relational support, receiving 
additional training and education). The participants reported that these experiences led to 
growth from the secondary trauma responses. Hence, the responses of the counselor 
participants in this study who did not experience immediate, visually-apparent effects 
when the intervention was implemented, but rather were able to have decreased STS 
responses following weeks of receiving the affective check-in, which included elements 
to: increase self-awareness of STS responses, enhance use of effective management 
strategies, acknowledge growth, and encourage meaning-making from trauma work with 
CSSA.   
The pattern of a lack of immediate effect in the visual analysis of the data was 
also reflected by the counselor participants in their responses to the Counselor 
Experiences Questionnaire (CEQ). For example, Heather did not provide a “no” response 
to the prompt inquiring of additional STS responses to her work with CSSA until the 
fourth week of receiving the intervention. Similarly, it was not until the sixth week of 
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intervention that Sara described increased self-awareness of her STS responses. Sara 
stated that she “didn’t realize how much stress I take on myself to try and fix every 
problem each client comes to us with.” She reported she had not thought about this “until 
it was brought up in supervision.” However, in future sessions she was able to “remind 
myself of what I can do, and what I am in charge of.” Sara’s report of increased self-
awareness and enhanced ability to manage her STS responses in session, along with 
Heather’s delay in experiencing no additional STS responses following implementation 
of the intervention are consistent with the qualitative findings of Lonergan and 
colleagues’ qualitative study (2004). In this study, the participants shared that increased 
self-awareness led to more effective self-care practices (Lonergan et al., 2004). Likewise, 
though Sasha’s data did not show visually-apparent immediate change following the 
implementation of the intervention, she did begin to report use of mindfulness as a 
management strategy on her CEQ that was leading to her having no additional 
personal/professional STS impacts from her work with CSSA. Therefore, the counselor 
participants’ responses to the CEQ mimic the aforementioned studies that found that 
enhanced self-awareness can be a catalyst for improved self-care practices (Harrison & 
Westwood, 2009; Lonergan, O’Halloran, & Crane, 2004).  
Killian’s (2008) mixed-method study results were in contrast to the findings of 
this and previous studies regarding STS responses. Killian (2008) examined individual 
and environmental factors that predicted compassion fatigue (term used interchangeably 
for secondary traumatic stress in the literature). The results suggested that higher self-
awareness predicted increased compassion fatigue (Killian, 2008). Yet, it is possible that 
increased self-awareness could initially lead to higher levels of STS before they begin to 
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decrease, as was evidenced by the visual analysis of this data that showed an increase in 
two of the counselor participants’ STS responses in the first three to five weeks in the 
intervention phase. Therefore, it is likely that it may take a longer window of time for 
management strategies discussed in the affective check-in to have an impact on STS 
responses. This may also provide insight into Sasha’s data showing no basic effect, as she 
received the intervention for a period of three weeks prior to the study conclusion. For the 
first two participants, it took more than three weeks for consistent changes in the 
dependent variable to be evident in visual analysis. 
Small basic effects. While there was not always a visible, immediate effect in the 
data, two of the counselor participants’ scores consistently displayed small decreasing 
trends and changes in level that reflected a small basic effect in two of the counselor 
participants’ performances across and within phases at two different points following the 
affective check-in supervision intervention (Barton, Lloyd, Spriggs, & Gast, 2018; 
Kazdin, 2011; Kratochwill et al., 2010). Therefore, it is possible that the supervision 
intervention could have been a factor in reduced STS responses in these two counselor 
participants.  These results are consistent with qualitative literature, which found that 
trauma counselors endorsed the benefits of supervision experiences that allowed 
opportunities for processing secondary trauma responses within a safe, supportive 
environment that felt validating and normalizing, as well as provided information and 
accountability for self-care (Harrison &Westwood, 2009; Killian, 2008; Ling, Male, & 
Hunter, 2014; Lonergan, O’Halloran, & Crane, 2004; Sommer & Cox, 2005; Sommer & 
Cox, 2006; Wymer et al., in review). In addition, these results are consistent with 
quantitative studies that have found negative correlations between STS and related 
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responses and trauma counselors’ perception that supervision is supportive and 
relationally-oriented (Peled-Avram, 2017; Slattery & Goodman, 2009). 
Preliminary themes from counselor participants’ CEQ responses also support the 
previous literature and the findings of this study. Following six weeks of having received 
the intervention, Sara described the “best support of my supervisor to keep me grounded 
and focused” and that she had “continued to work on my self-care and have not been 
triggered by anything this week.” Sara’s report of the benefits of supportive supervision 
and better ability to cope with the difficulty of trauma work was consistent with findings 
of qualitative studies of trauma counselors who stated the same (Killian, 2008; Lonergan, 
O’Halloran, & Crane, 2004; Sommer & Cox, 2005; Sommer & Cox, 2006; Wymer et al., 
in review). These qualitative responses are also consistent with Sara’s reduced STS 
responses during the intervention, as evidenced by a small basic effect in visual analysis 
(Kratochwill et al., 2010).  
Similarly, in Heather’s fifth week receiving the intervention, she described that “it 
has really helped me to have my supervisor ask me questions about how I am feeling, and 
help me really talk through it.” Additionally, Heather stated that she felt “less isolated in 
the work” and “more supported” by having her “feelings/reactions normalized.” She 
continued to endorse the supervision intervention as instrumental in her having no 
additional STS responses to report in the CEQ in following weeks of the intervention 
phase. Consequently, Heather’s qualitative responses on the CEQ were consistent with 
previous quantitative and qualitative findings that found that STS responses can be 
mitigated when supervision is identified as relational, supportive, and a place for safe 
processing of secondary trauma impacts and ways to manage them (Harrison 
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&Westwood, 2009; Killian, 2008; Ling, Male, & Hunter, 2014; Lonergan, O’Halloran, & 
Crane, 2004; Peled-Avram, 2017; Slattery & Goodman, 2009; Sommer & Cox, 2005; 
Sommer & Cox, 2006; Wymer et al., in review). In addition, Heather’s CEQ responses 
were consistent with decreases in her STS responses, following receipt of the 
intervention, as evidenced by a small basic effect in visual analysis (Kratochwill et al., 
2010).  
Sodeke-Gregson and colleagues (2013) had conflicting findings, as their results 
indicated that higher levels of STS were predicted by engagement in individual 
supervision and self-care activities. These results illustrated that the quality and 
effectiveness of the individual supervision and self-care activities (termed management 
strategies in this study) of the participants may have been inadequate at meeting their 
needs (Sodeke-Gregson, Holttum, & Billings, 2013), as the researchers also found that 
support within supervision was a predictive factor for compassion satisfaction (defined as 
positive impacts on the clinician from helping relationships with clients in trauma work). 
The findings of Sodeke-Gregson and colleagues’ (2013) study still inform the patterns 
displayed in the results of this study. It is possible that the delay in observing decreased 
STS responses of the counselor participants could indicate that the needs of supervisees 
more likely to be met with consistent and continued implementation of the intervention, 
which included a supportive response to the counselor participants’ current STS impacts.  
Variability. Another pattern in the data was the variability of Sara’s scores during 
intervention and in Heather’s scores during baseline and intervention, which caused their 
data to fluctuate around the fitted line (Kratochwill et al., 2010). Based on previous 
studies that provided quantitative results indicative of relationships between STS and 
187 
  
related responses with counselor characteristics, it is possible that some of the following 
experiences could have contributed to the counselor participants’ variability in STS 
responses during the study: (1) changes in number of CSSA on caseloads (Craig & 
Sprang, 2010; Killian, 2008), (2) powerlessness over systemic barriers impacting client 
work (Killian, 2008), (3) lack of control over scheduling (Killian, 2008), (4) and  
personal trauma history (Killian, 2008; MacRitchie & Leibowitz, 2010; Sodeke-Gregson, 
Holltum, & Billings, 2013).  
As Craig and Sprang (2010) found a positive relationship between higher trauma 
caseloads and levels of STS, it is possible that changes in the counselor participants’ 
caseloads could have been one factor potentially responsible for some variability in their 
STS responses. On week 17 when Sara was receiving the intervention, her data indicated 
a spike in STS responses. On her CEQ on this week, Sara described an increase in her 
caseload stating “this week was busy and rough…my client load has risen.” Sara reported 
that the week was rough “not because of my work with clients specifically, but because 
of the paperwork that came.” After a consultation call with Sara’s supervisor, the 
supervisor implemented strategies to give Sara more control over her schedule by letting 
her choose times to block off to complete paperwork (Killian, 2008). Therefore, the 
following two weeks her STS responses reduced, and she reported on her CEQ that it had 
“been a good week” because she was “able to catch up with my work” after she and her 
supervisor “blocked morning time for me…so I can focus on my paperwork and catch 
up.” Sara’s increase in scores during times when her caseload had risen, and decrease in 
STS responses when she had more control over her caseload were consistent with the 
finds of previous studies (Craig & Sprang, 2010; Killian, 2008).  
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Likewise, on week three while in baseline, Heather’s STS responses were much 
lower than other weeks in this phase. On her CEQ, Heather reported that her caseload had 
been “a little lighter” and she had “few client interactions than I normally would.” She 
also reported a lighter caseload on her CEQ on weeks ten and 11 when her scores were 
lower around the holiday break. Moreover, on weeks where Heather indicated a rise in 
her caseload on the CEQ, she stated, “I have felt slightly overwhelmed due to the number 
of clients I am seeing each week…” Therefore, it is possible that changes in caseload 
could explain some of the variability of STS responses observed during the study, as 
previous literature indicated that higher caseloads of trauma clients are positively 
correlated with higher STS responses (Craig & Sprang, 2010).  
In addition, personal trauma history was one factor that could have impacted the 
variability of Sara’s scores during the first five weeks in the intervention phase. 
Previously, scholars found a positive relationship between personal histories of trauma in 
counselors and the higher levels/risks of STS and related responses (Killian, 2008; 
MacRitchie & Leibowitz, 2010; Sodeke-Gregson, Holltum, & Billings, 2013). Sara’s 
scores increased during the weeks after the holiday break, while she was receiving the 
intervention. In her CEQ responses, Sara stated that while spending time with her family 
over the holiday, she experienced something that “brought back all the memories I 
thought I had forgotten about” and that when she saw her clients it “reminded me of what 
I went through myself.” In weeks following the heightened STS responses and continuing 
to receive the intervention tailored to fit her individual needs related to the personal 
trauma history, Sara’s scores reduced. Moreover, she reported in her CEQ that she had 
“been able to use the coping skills I have learned and apply them to my daily routines so 
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that I am not affected like I used to be when working with my kids.” Therefore, Sara’s 
experiences are consistent with the literature that she may be more at-risk for STS 
responses due to this personal trauma history (Killian, 2008; MacRitchie & Leibowitz, 
2010; Sodeke-Gregson, Holltum, & Billings, 2013).  
Trauma counselors’ feelings of powerlessness over systemic barriers their clients 
face was one final example of how variability in scores related to previous quantitative 
literature regarding STS and related responses. In a study by Killian (2008), a positive 
relationship was found between higher levels of compassion fatigue (a word used 
interchangeably in the literature for STS) and trauma counselors’ feeling powerless due 
to systemic barriers impacting their clients. During Heather’s first three weeks receiving 
the intervention, her STS responses increased, rather than decreased as was hypothesized.   
In Heather’s CEQ responses during the first three weeks in the intervention phase, 
she stated that she had a “difficult case” where she was “having a hard time trusting the 
court system” and that it led to her feeling “angry and hopeless,” as well as “helpless” 
and “overwhelmed” because “they have not done anything to protect my client.” In 
following weeks of receiving the intervention, Heather’s STS scores reduced and she 
reported that supervision had been “helpful in processing how these clients impact me 
personally…I notice I feel less drained at the end of my work day than I used to.” Her 
scores continued to display a decreasing trend/slope following continued use of the 
affective check-in by her supervisor. Therefore, STS may be a greater risk for trauma 
counselors who witness systemic barriers related to their clients. Nevertheless, supportive 
supervision responses, such as the affective check-in, can be a factor that mitigates these 
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risks in supervision (Peled-Avram, 2017; Slattery & Goodman, 2009; Sodeke-Gregson, 
Holltum, & Billings, 2013).  
Reduced STS responses following consultation. Another pattern observed in the 
data was reduction in STS responses of counselor participants with the incorporation of 
consultation calls during the intervention phase. For the first two participants, there were 
immediate, visually-apparent, negative trends marked by reductions in STS responses in 
the weeks following consultation calls. For example, Sara went from a score of 68 to 43 
following a consultation call in week 11 due to her scores being in the severe, clinically 
significant range on the STSS (Bride, et al., 2004). Sara’s STS responses were self-
reported to have increased by experiences of personal trauma history. In week 17, a 
consultation call was implemented due to Sara’s scores having increased to a 56 (severe 
STS; Bride et al., 2004), which was self-reported to have been experienced when her 
caseload increased. In the week following the consultation call, her scores reduced to a 39 
(moderate STS; Bride et al., 2004).   
The additional management strategy included in the affective check-in in week 11 
was personal counseling for the counselor participant to address personal trauma history, 
which is consistent with the gate-keeping functions of the supervisor who had awareness 
of severe STS responses that could have led to impairment in ability to fulfill professional 
counseling roles with clients (ACA, 2014). In week 17, the management discussion 
during the affective check-in included allowing the counselor participant to have choice 
in the incorporation of balanced caseload strategies to ensure that the counselor 
participant’s client caseload, scheduling of clients, and time for paperwork completion 
were prioritized based on the counselor participant’s current needs and preferences. 
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These management strategies were consistent with the trauma-informed supervision 
principles from which the affective check-in was informed that included allowing choice 
and collaborative discussion of strategies that are consistent with the ever-changing needs 
and preferences of the counselor participant (Knight, 2018).  
Similarly, Heather’s scores reduced following a consultation call in week 13. 
Though her reduction in STS responses did not produce an immediate, visually-apparent 
change, her scores began displaying a negative trend following the consultation call. 
Correspondingly, Heather’s supervisor discussed management strategies surrounding her 
present needs related to feeling powerless due to issues effecting her client related to the 
family court system. The focus of the management discussion and strategies were to 
address this concern and included cognitive coping and spiritual wellness that fit within 
Heather’s values and preferences (Knight, 2018).  
During the affective check-ins, the supervisors provided supportive responses to 
the counselor participants’ sharing of these STS responses. It is known that supportive 
supervisor responses to disclosures of supervisees can be effective in reducing STS and 
similar responses (Peled-Avram, 2017; Slattery & Goodman, 2009; Sodeke-Gregson, 
Holltum, & Billings, 2013).  Additional to support, the supervisors discussed specific 
management strategies during the affective check-in regarding ways to manage these 
current STS responses of the counselor participants, which is also endorsed by scholars as 
integral within the supervisory relationship for trauma counselors (Sommer, 2008; 
Sommer & Cox, 2005; Sommer & Cox, 2006; Wymer et al., in review). The results 
indicate that the affective check-in may have been a catalyst for lessened STS responses 
of the counselor participants when supportively addressing risk factors such as high 
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caseloads (Craig & Sprang, 2010; Killian, 2008), feeling powerlessness due to systemic 
issues (Killian, 2008), lack of control over scheduling (Killian, 2008), and personal 
trauma history (Killian, 2008; MacRitchie & Leibowitz, 2010; Sodeke-Gregson, Holltum, 
& Billings, 2013). Therefore, consultation calls that occurred during the intervention 
phase when STS responses would increase, may have been an integral part of confirming 
that supervisors were structuring the implementation of the intervention to meet the ever-
changing needs of each individual counselor participant.  
No functional relation. It was hypothesized that three basic effects would be 
observed at three different points in time between phases and across counselor 
participants in order to observe a functional relation and make causal inferences that the 
intervention was responsible for the changes in the dependent variable (Kratochwill et al., 
2010). Though there were two small basic effects across counselor participants between 
phases at two different points in time, the final participant’s data did not demonstrate a 
basic effect (Kratochwill et al., 2010). Some possibilities for Sasha’s scores remaining 
low were likely related to some of the experiences she reported in her CEQ, as she 
reported continued feelings of support within her organization through colleagues and her 
supervisor prior to the start of the intervention. There is a significant number of studies 
that endorse perceived feelings of support in supervision and within the organization as 
being a factor in mitigating STS and related responses in trauma counselors and helping 
professionals (Berger & Quiros, 2016; Collins-Camargo, 2006; Killian, 2008; Ling, 
Maple, & Hunter, 2014; Slattery & Goodman, 2009; Sodeke-Gregson, Holltum, & 
Billings, 2013; Sommer & Cox, 2005; Sommer & Cox, 2006; Wymer et al., in review). In 
addition, Sasha reported several recent opportunities to receive training in evidence-based 
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practices for working with her clients, which is also found to lessen STS and related 
responses (Craig & Sprang, 2010; Sodeke-Gregson, Holttum, & Billings, 2013; Sprang, 
Clark, Whitt-Woosley, 2007). Therefore, there were some additional factors within 
Sasha’s organizational environment that could have caused diffusion of treatment in her 
case.  
 In this study, no causal inferences can be made that the intervention was 
responsible for the change in the dependent variable. However, the results still contribute 
to the available knowledge surrounding ways that supervision interventions could 
mitigate STS responses in counselors treating CSSA. Though one counselor participant’s 
responses showed no basic effect, there were small basic effects observed in two 
participants. These two counselor participants’ visual analysis consistently displayed 
reduction in STS responses (decreasing trend/slope, changes in level from baseline to 
intervention, decreases in overlapping data) following receiving the affective check-in 
supervision intervention.  
Furthermore, the self-report, qualitative participant responses collected by the 
CEQ informs the present knowledge of supervision interventions that could potentially 
impact STS responses in trauma counselors working with CSSA. The qualitative 
responses to the additional probing provided by the CEQ provided more information 
about some of the potential reasons these results were observed in the visual analysis. In 
addition, the qualitative responses on the CEQ during the intervention phases of the 
counselor participants displayed positive themes surrounding the supervisory 
relationship, self-reported reduction in STS responses, and ability to manage STS 
responses during the intervention phase. Though the visual analysis results do not reflect 
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a functional relationship between the affective check-in and STS responses, the open-
ended counselor participant responses to the CEQ offer hope that the intervention may 
have been influential in creating changes in STS responses that were not always visually-
apparent in the visual analysis results.   
Social Validity 
 The social validity of the study was enhanced by the counselor participants, 
supervisors, and observers self-reported support for the likeability, feasibility, 
helpfulness, and recommendation of the intervention to others in the field (Horner et al., 
2005). Moreover, the supervisors and counselor participants described intentions for 
continued use and hopefulness for continued receipt of the intervention because they felt 
it produced the outcomes they hoped for (Horner et al., 2005). The key stakeholders in 
this study (counselor participants, supervisors, observers) reported perceived outcomes of 
receiving the intervention that were consistent with previous studies and the findings of 
this study. One outcome reported by the counselor participants was that they felt the 
intervention increased their self-awareness, specifically about how working with CSSA 
impacted them personally and professionally. This heightened self-awareness about their 
STS responses led to what they reported as more “intentional” and “effective” self-care 
strategies for managing these responses. Findings of previous studies on STS and related 
constructs endorse the importance of strengthened reflective capacity to then enhance 
self-care practices (Harrison &Westwood, 2009; Killian, 2008; Ling, Male, & Hunter, 
2014; Lonergan, O’Halloran, & Crane, 2004; Sommer & Cox, 2005; Sommer & Cox, 
2006; Wymer et al., in review).  
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 The counselor participants also reported increased self-efficacy in their 
counseling roles with CSSA as a result of this intervention. One example is when a 
counselor participant stated that participation in the intervention, she felt it “made me a 
better trauma counselor” because she learned “interventions to assist in reducing my risk 
of exposure to STS.” Other counselor participants endorsed the intervention leading to 
professional growth experiences. Therefore, this response is consistent with literature that 
found that increased self-efficacy lead to increased compassion satisfaction (positive 
feelings/experiences related to working with trauma clients; Killian, 2008). In addition, 
trauma counselors in qualitative studies have similarly stated that they felt less STS and 
related responses when they felt more competent/confident to be effective in their 
professional counseling roles (Bartoskova, 2017; Harrison & Westwood, 2009; Wymer et 
al., in review).  
The counselor participants also perceived a positive impact on their supervisory 
relationships that led to increased ability to engage in self-disclosure of personal 
responses to trauma work with their supervisors, which was also an outcome of the 
intervention supported by previous studies (Harrison & Westwood, 2009; Sommer & 
Cox, 2005; Sommer & Cox, 2006; Wymer et al., in review). One counselor participant 
stated that the intervention had a “positive impact” on their relationship with their 
supervisor and allowed them to “feel more comfortable sharing how I’m feeling with my 
supervisor.” All the counselor participants endorsed feeling supported by their 
supervisors following the intervention, which led to an increased capacity to be more 
open and honest about personal and professional impacts experienced working with 
CSSA. These findings are consistent with previous literature that found a negative 
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association between support in and perceived quality of supervision and reduced STS 
responses in trauma counselors (Peled-Avram, 2019; Slattery & Goodman, 2009), as well 
as a positive association between compassion satisfaction (increased satisfaction in 
trauma work) and support of supervisors/administrators in the organization (Sodeke-
Gregson, Holltum, & Billings, 2013).  
Limitations 
Single case research design (SCRD) has limitations inherent to quantitative 
research, as well as unique challenges specific to the design. A main purpose of using 
SCRD is to isolate the effect of the independent variable on the dependent variable 
(Kazdin, 2011). In SCRD, researchers aim to measure the dependent variable when the 
independent variable is absent (baseline) and present (intervention) to create experimental 
control of confounding variables that could cause changes in the dependent variable 
(Kazdin, 2011). Some threats to internal validity in SCRD include: (a) history (i.e. a 
situation that occurs during the treatment phase of the intervention that could impact the 
dependent variable), (b) testing (i.e. a change in scores on a measure being used to test 
the dependent variable due to repeated exposure), (c) maturation (i.e. natural growth 
and/or developmental changes in the participant during the study), and (d) diffusion of 
treatment (i.e. the intervention being in advertently introduced during baseline phase, or 
inadvertently not being introduced during the intervention phase) (Kazdin, 2011). 
Moreover, threats to external validity exist in SCRD due to concerns about 
generalizability of the findings to diverse individuals and settings (Heppner, Wampold, 
Owen, Thompson, & Wang, 2016).  
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In this investigation, steps were taken to reduce threats to internal validity. 
Nevertheless, it was not possible to control potential environmental impacts participants 
may have during the study (e.g. family conflicts triggering reminders of personal trauma 
history, varying caseloads, changes in the organization, systemic barriers, training) that 
could have led to history effects. It is possible that these history effects may have 
influenced some of the variability in STS responses of the counselor participants in this 
study, as some of these above-mentioned experiences were reported by counselor 
participants when responding to the CEQ. Despite these challenges, the primary 
investigator attempted to reduce any history effects within the supervision environment. 
For example, supervisors’ supervision-as-usual content was established prior to the start 
of the study through initial observation of supervision-as-usual. Every supervision 
session was monitored by observers throughout baseline and intervention to ensure that 
supervisors were only including supervision-as-usual content during baseline and 
implementing the affective check-in supervision intervention with fidelity followed by 
the supervision-as-usual content during intervention. This was done to ensure that no new 
content or additional interventions were inadvertently included in the supervision 
sessions that could impact the dependent variable. Moreover, the previous steps reduced 
the likelihood of diffusion of treatment. Observations of every supervision session during 
baseline allowed for confidence that the supervisors did not inadvertently implement the 
intervention prior to being trained and implementing the affective check-in during the 
intervention phase. The procedural fidelity reflected 0% fidelity to the intervention by 
supervisors in baseline phases across all supervision sessions. Moreover, the primary 
investigator ensured that the supervisors and counselor participants were not made aware 
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of the content of the affective check-in supervision intervention prior to the intervention 
phases of the study, as no specific information about the intervention was shared during 
recruitment procedures.  
Multiple baseline SCRD has three different variations (i.e. across participants, 
settings, behaviors; Kazdin, 2011). The variation used to answer the research question for 
this study was CMBD, across participants, SCRD. This design was used in this study to 
reduce the ethical considerations associated with ABAB designs that withdraw the 
treatment from the same participant at different phases (Kazdin, 2011). In an across 
participants CMBD, it can take a substantial amount of time for participants to reach 
stabilization during baseline and intervention phases. Thus, the intervention must be 
withheld from the remaining participants until stabilization takes place at each phase for 
each participant (Kazdin, 2011). This delayed and limited the time that counselor 
participants were able to receive the intervention that could have improved their 
functioning, which was a noteworthy limitation of this design (Kazdin, 2011). Likewise, 
there was little time to see the impact of the intervention on the final counselor 
participant due to her time in the intervention phase being delayed until three weeks prior 
to the end of the study.  
Moreover, the need to reach stabilization in each phase for each participant, prior 
to moving to the intervention phases, led to time constraints inherent in completion of the 
study within a specified timeframe in the academic setting. Given that the STSS (Bride et 
al., 2004) was the instrument used to measure the dependent variable in this study, 
stabilization in scores on the STSS (Bride et al., 2004) had to be observed in the data 
across at least three to five data points (Kazdin, 2011). Due to this instrument being 
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normed for use every seven days (Bride et al., 2004), this meant that stabilization in each 
phase could occur at the very least, over a period of three to five weeks. Consequently, 
the study was executed with only three participants due to these time limitations and the 
length of time required to complete the CMBD, across participants, SCRD.  Kazdin 
(2011) suggested that four participants are suggested due to limitations inherent to 
SCRD; however, a functional relationship can still be observed across three 
participants/phases in a CMBD (Kratochwill et al., 2010). Though there could have been 
a functional relationship observed despite the limitation of only having three participants 
in the study, this was a limitation of the current study due to no effect with the third 
participant. It is possible that if there had been time to complete the study with four 
counselor participants, a functional relationship could have been observed in the data if at 
least three of the four participants displayed basic effects in visual analysis (Kratochwill 
et al., 2010).  
Another threat to internal validity was maturation. Maturation is a limitation of 
the CMBD, across participants, SCRD because the dependent variable could have 
changed during baseline phases in certain participants due to the participants improving 
over time (i.e. increased competency due to training and experience) and receiving 
regular supervision-as-usual on a weekly basis, even when the specific technique under 
study (i.e. affective check-in supervision intervention) was not implemented (Kazdin, 
2011). However, the counselor participants receiving the intervention at staggered 
intervals served to create control in being able to monitor the dependent variable among 
participants who had not yet received the intervention, as compared to those who had 
(Heppner et al., 2016). None of the counselor participants displayed marked improvement 
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(decreasing trajectory) that would continue to be predicted without the implementation of 
the intervention (Horner et al., 2005). Due to the ability to observe basic effects in the 
dependent variable across two counselor participants/phases at two different points in 
time, it reduced threats to internal validity that could not otherwise be controlled for in 
this design (e.g. testing, maturation) as the changes that occurred are likely to only have 
occurred due to the implementation of the independent variable. However, time 
limitations, maturation, and history effects could have caused there to be no basic effect 
for the final counselor participant in the study. Therefore, causal inferences are not able 
to be made about the effectiveness of the intervention based on the visual analysis results 
of this study.  
Implications 
 The purpose of the investigation was to measure the effect of an affective check-
in supervision intervention on STS responses among counselors treating high caseloads 
of CSSA. The results of this study, though not causal, did offer some support for the use 
of this intervention to reduce STS responses among counselors treating this population, 
as a small basic effect was observed in two of the counselor participants’ upon receiving 
the intervention. In addition, the counselor participants reported the observed benefit of 
the intervention in helping them become aware of and have the ability to process STS 
responses within a supportive, validating supervision relationship that encouraged them 
to engage in strategies to manage STS responses in ways that will be of most benefit in 
meeting their individual needs. In the following sections, implications for counselor 
education programs, clinical supervisors, and future research based on the results of this 
study.  
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Counselor Education Programs 
STS and related responses are researched within our field because the work of 
counseling is complex (Stebnicki, 2007). Clients can impact counselors, as well as 
counselors can impact clients (Stebnicki, 2007). Counselor educators are tasked with 
implementing coursework to support counselors-in-training (CITs) to be cognizant to 
signs of impairment (such as from STS responses) and to be equipped with ways to 
practice personal wellness to function effectively and ethically in their counseling roles 
and responsibilities (ACA, 2014; CACREP, 2016). Despite these ethical and accrediting 
mandates, CITs entering the profession to work in the trauma field, specifically those 
working with child survivors of trauma, are experiencing STS (along with burnout, 
vicarious trauma, and compassion fatigue) responses that can impact their effectiveness 
and ethical ability to work with clients (Everall & Paulson, 2004; Etherington, 2009).  
Based on previous literature and the results of this study, CITs would likely 
benefit from specific coursework to increase self-efficacy and competency to engage in 
evidence-supported trauma counseling practices with various populations, including 
children who are survivors of sexual abuse and trauma. This type of curriculum could be 
added to counseling theories and techniques courses, as well as courses focused on the 
practice of child and adolescent counseling. Counselor education programs may reduce 
CIT distress by incorporating curriculum that offers strategies for navigating multiple 
system levels when working with children who have had adverse experiences and whose 
families are involved with child welfare agencies and family court systems. Moreover, 
counselor preparation courses could include practices for engaging in interdisciplinary 
collaboration with these systems for more effective professional advocacy for vulnerable 
202 
  
populations, such as CSSA. These learning objectives could be incorporated in courses 
focused on professional issues and ethics in the counseling profession. Based on previous 
literature and reported responses of the counselor participants in this study, these 
additions to coursework could potentially prevent increased risks of STS/related 
responses that CITs experience due to feeling unprepared for counseling CSSA and 
feeling powerless and hopeless when CSSA clients are involved with complex child 
welfare and judicial systems (Craig & Sprang, 2010; Killian, 2008).  
Likewise, CITs should be equipped with a multitude of strategies to maintain 
personal wellness in doing trauma counseling with challenging populations, such as 
CSSA. Based on the results of this study and the findings of previous studies, it is 
important for counselor education programs to educate CITs about various types of 
responses to indirect trauma (STS, compassion fatigue, burnout, vicarious trauma) prior 
to the potential for them to experience these responses. Counselor preparation programs 
should educate CITs about what puts them at greater risk of experiencing these responses 
(e.g. personal trauma history, high trauma caseloads, lack of support in supervision; 
Colling-Camargo, 2006; Craig & Sprang, 2010; Killian, 2008; MacRitchie & Leibowitz, 
2010; Slattery & Goodman, 2009; Sodeke-Gregson, Holttum, & Billings, 2013 ) so that 
they can be cognizant of their potential for enduring such responses without preventative 
strategies in place. If CITs were aware of how indirect trauma can cause these 
interpersonal disruptions, they would be more likely to be able to recognize signs in 
themselves and others before impairment occurs (Everall & Paulson, 2004). These topics 
would be essential to professional issues and ethics courses, as well as practicum and 
internship seminar courses. 
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Based on the findings of this study and previous studies, counselor educators must 
go beyond helping CITs recognize risk to help CITs begin to develop strategies for 
preventing such risks. CITs should be equipped with wellness strategies that can help 
them manage and prevent STS/related responses effectively and intentionally (CACREP, 
2016; Sommer, 2008). Based on the findings of this study, it may be helpful for CITs to 
understand conditions in supervision that may be effective in helping them mitigate these 
responses, such as what was provided within the affective check-in supervision 
intervention (e.g. open, safe, validating environment to process STS and related 
responses to trauma work prompted by the supervisor consistently, discussions of and 
accountability for implementing strategies to manage such responses tailored to CITs 
individual needs and preferences) that was under study in this investigation. If CITs were 
equipped with this knowledge, they may have better ability to choose jobs in 
organizations where supportive supervision is a key practice, as well as feel empowered 
to ask for what they need in supervision. These topic areas may be covered in 
introduction to counseling courses, professional issues and ethics courses, as well as 
practicum/internship seminar courses.  
Considering the conclusions drawn in this study, counselor education programs 
could also include the elements of the affective check-in supervision intervention in the 
curriculum used to train counselor educators, licensure supervisors, and site supervisors 
in internship and practicum placements who may be supervising CITs who are treating 
trauma populations and/or CSSA and could be at-risk of STS responses. Theoretical 
models of supervision and broad supervision best-practices are essential for foundational 
knowledge when training clinical supervisors; however, clinical supervisors that will be 
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providing oversight of novice trauma counselors’ work with child survivors of trauma 
must be provided with resources for trauma-informed supervision (Knight & Borders, 
2018; Knight, 2018). If future supervisors of new trauma counselors were equipped with 
trauma-informed supervision strategies (Knight, 2018), such as the affective check-in 
supervision intervention, it is possible that they could mitigate risks of STS when CITs 
feel unprepared to manage the indirect trauma responses from exposure to client trauma 
narratives (Canfield, 2005; Etherington, 2000; Wymer et al., in review). In summary of 
the present findings, counselor education programs could be a catalyst for helping 
prevent STS responses in CITs entering the field, who are at the greatest risk of STS 
(Baird & Kracen, 2006; Craig & Sprang, 2010; Meyers & Cornille, 2002). 
Clinical Supervisors 
The current study contributes to clinical supervisors’ knowledge about trauma-
informed supervision practices that may benefit counselors-in-training (CITs) who are at 
risk for or are currently experiencing STS from their clinical work with CSSA, or other 
trauma populations. Given the dearth of literature surrounding specific supervision 
interventions to utilize with counselors experiencing STS, this study provides a practical 
intervention that supervisors can add to their models/theories of supervision when 
working with CITs treating CSSA. Identifying valuable supervision practices that clinical 
supervisors can implement with CITs working with CSSA and trauma populations could 
improve retention of counselors, specifically new counselors, working in this field.  
There are tangible strategies for clinical supervisors to be able to implement based 
on the outcomes of this study that go beyond the suggested application of the affective 
check-in supervision intervention. In applying the intervention in clinical supervision of 
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CITs, (i.e. supervisees) working with child trauma survivors, clinical supervisors should 
understand the importance of consistency in providing these supportive, trauma-informed 
strategies. The counselor participants in this study supported the notion that having 
consistent opportunities to openly process personal impacts of trauma work with their 
supervisors in an individual, confidential session on a weekly basis made them feel more 
supported in their work. Time constraints within organizations could lead to supervision 
being hurried or done within a group environment. However, clinical supervisors offering 
15 – 20 minutes once weekly to be fully present and available to their supervisees for a 
personalized affective check-in could have a noteworthy impact on counselor retention 
and satisfaction in the organization. 
Moreover, as was evidenced in the results of this study and in previous literature, 
clinical supervisors should consider the importance of tailoring discussions of wellness or 
management strategies to meet the individual needs and preferences of their supervisees 
(Knight, 2018). It became apparent throughout the study that the needs of the counselor 
participants in this study were ever-changing from week-to-week based on the current 
experiences of the participants. Clinical supervisors must be cognizant of these ever-
changing needs by checking-in with their supervisees regularly about personal impacts to 
trauma work (Etherington, 2000; Knight, 2013; Knight, 2018). Clinical supervisors must 
follow-up this processing with collaborative discussions about strategies for managing 
these impacts that fit the unique needs of their supervisees at that time. These 
collaborative discussions, taking into account the feedback of the supervisee, could allow 
for them to feel confident that they have the tools to manage the way that they feel at that 
time. Finally, it is essential that the clinical supervisor provides accountability by 
206 
  
following-up from these discussions in future sessions to ensure that new strategies do 
not need to be identified that could be more effective.  
Also noteworthy information gained in this study, was that clinical supervisors 
may have to advocate within their organizations for supervisees to have the ability to 
engage in management strategies discussed during the affective check-in. Supervisees 
may need to take time off to attend their own personal counseling appointments, or go to 
the doctor to address physical wellness. Supervisees may need to have some control over 
the scheduling of their clients to feel less impacted by the work (e.g. not putting some of 
the more difficult cases back to back in the same day, providing time to complete 
paperwork, letting them choose a lunch hour to go outside of the office for lunch each 
week). Additionally, supervisees may need further training in evidence-based practices to 
reduce distress and feel more competent to engage in trauma work with CSSA. All of 
these needs may involve the clinical supervisor advocating with administration within the 
organization to ensure these are possibilities for the supervisee.  
An additional implication derived from this study for clinical supervisors would 
be the benefit of incorporating a screening tool, such as the STSS (Bride et al., 2004) into 
their current supervision practices. In this study, the supervisors of the counselor 
participants did not have access to the STSS (Bride et al., 2004) data of the counselor 
participants to reduce threats to internal validity due to testing effects if the counselor 
participants were aware their supervisors may be viewing their STSS (Bride et al., 2004) 
responses (Heppner et al., 2016). This limited the knowledge of the supervisors in having 
awareness of heightened STS responses in the counselor participants and led to an 
increased need for the primary researcher to engage in consultation calls with the 
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supervisors when the scores were heightened. Therefore, if clinical supervisors are 
regularly evaluating STS responses in their supervisees who are treating trauma 
populations, such as CSSA, they would have awareness regarding when alternative 
management strategies may be necessary to discuss with supervisees during an affective 
check-in. This could also increase potential for supervisee disclosure of STS responses 
with their clinical supervisors if given an outlet and a validated tool for doing so. 
Moreover, it allows the clinical supervisor to be more aware of potential impairment and 
ability to respond with remediation or referral is needed to reduce impaired professional 
practice (ACA, 2014).  
If counselors working with these populations are able to experience the support 
needed within supervision, it is likely that the treatment outcomes of trauma populations, 
specifically CSSA, are likely to be improved by supervision practices that could 
minimize this phenomenon and maintain more ethical and effective treatment providers. 
Considering the impacts of trauma on CSSA, it is essential that the counselors working 
with them are prepared for and supported in the task at hand so that treatment experiences 
are effective at producing positive outcomes. Moreover, clinical supervisors in the 
counseling field will have a detailed, feasible, and tangible intervention that they will be 
able to implement in supervision sessions with supervisees treating CSSA, or other 
trauma populations, that could have an impact on improving outcomes, which is one of 
the main purposes of supervision. By implementing trauma-informed supervision 
strategies, such as the intervention under study, clinical supervisors could be instrumental 
in preventing or reducing STS responses in trauma counselors working with challenging 
populations, such as CSSA.  
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Future Research 
 The investigation results lead to conclusions that an affective check-in supervision 
intervention may be effective in reducing STS responses among counselors providing 
treatment to CSSA. While a causal relationship between the variables was not observed 
in this study, the results as a whole indicate that there could still be a benefit to 
incorporating such a practice in clinical supervision of counselors working with this 
population. Therefore, future research regarding the effectiveness of this intervention is 
imperative. 
 In order for interventions studied utilizing SCRDs to be considered evidence-
based practices, the study must be replicated to ensure effectiveness and generalizability 
(Kratochwill et al., 2010; Horner et al., 2005). The intervention in this study showed 
promise of potential effectiveness in reducing STS responses in counselors and should be 
replicated by SCRDs due to it being a novel intervention that is still in development 
(Heppner, Wampold, Owen, Thompson, & Wang, 2016). In future SCRD studies 
measuring the effectiveness of this intervention, researchers may consider incorporating a 
mixed-method design using qualitative and quantitative data to measure STS responses. 
This is recommended based on the findings of this study due to the qualitative responses 
of the counselor participants in the CEQ and social validity questionnaires reflecting 
changes not readily apparent in the visual analysis of the data. Given that STS responses 
highly-personal, internal experiences, it may not always be simple to quantify the severity 
and impacts of these responses on trauma counselors. In addition to future SCRD studies 
measuring the effectiveness of this intervention, it may also be beneficial to complete 
qualitative and evaluative studies of the intervention to gain detailed, in-depth 
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perspectives of counselors receiving the intervention. Finally, it is possible that future 
study of this intervention could lead to a detailed trauma-informed supervision model, 
specifically focused to meet the needs of counselors working with child trauma survivors.  
 In consideration of replicating the current study, it is essential that the 
consultation calls be considered as an integral part of the intervention based on the results 
of the current study. The results of the study are consistent with previous literature 
regarding continued consultation and supervision following training in an intervention 
influencing the likelihood of implementation of the intervention (Shapiro, Prinz, & 
Sanders, 2012). In this study, the results indicated that the consultation calls may have 
increased the efficiency of the intervention in creating the desired change (reduced STS 
responses). Therefore, in replicating this intervention study and in future supervision 
intervention studies, on-going consultation should be considered an essential part of the 
supervisor training and should also be measured for implementation fidelity to ensure 
they are conducted as intended. Moreover, clearer protocols for when to implement 
consultation calls (e.g., every two weeks, when STS responses become clinically 
significant) could also be of benefit in future studies to make replication more feasible. 
Finally, consultation calls in this study were incorporated when STS responses were more 
severe in counselor participants. In future studies, there should be a clearer protocol for 
gate-keeping functions of the primary researcher and the clinical supervisors when 
impairment in practice is a concern.  
 Another future research direction to consider based on the results of this study 
would be to generalize the findings to counselor participants with a variety of levels of 
STS responses. It may add to current knowledge to test the effectiveness of this 
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intervention on homogenous samples of participants who have the same range of STS 
responses at the time of the study to consider whether the effects look differently when 
STS levels are higher as compared to lower. This would be beneficial to increase 
understanding of whether the intervention is more effective at reducing moderate or 
higher levels of STS, as compared to lower levels of STS. It may also be beneficial to 
understand if this intervention could serve as a preventative strategy for trauma 
counselors who do not yet have STS responses. Therefore, study of this intervention with 
trauma counselors with a variety of STS impacts may be of benefit.  
 Testing the effectiveness of the affective check-in for other counselor-in-training 
(CIT) developmental needs, may also be a final research implication focused on this 
intervention. Based on the findings of this study, counselor participants and supervisors 
reported that self-awareness of counselor participants’ internal responses to their work 
with CSSA was enhanced, as well as their ability to intentionally incorporate strategies 
for maintaining wellness in their work. Given the distress experienced by CITs upon 
entering the counseling field and other developmental growth areas of inexperienced 
counselors, it is possible that this type of intervention could serve a variety of CITs 
working with varied populations in a number of settings. Supervision interventions 
focused on increased self-awareness, self-regulation (Young, Lambie, Hutchinson, & 
Dyer, 2011), and ability to engage in effective wellness/self-care strategies are essential 
to all CITs development (Coaston, 2017). Therefore, this intervention could be tested for 
effectiveness in addressing a variety of issues new counselors may experience in their 
work. Furthermore, the supervision intervention could be effective in supporting helping 
professionals in a variety of contexts, as burnout, STS, and related responses can be 
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experienced by a multitude of professionals in a variety of settings (Lipsky & Burk, 
2009; Maslach, 2003).  
In addition to research focused on measuring the effectiveness of this 
intervention, additional research implications could be considered based results of this 
study. It would be beneficial to continue to empirically study ways organizations as a 
whole can effectively prevent and reduce STS and related responses in new clinicians 
working with trauma populations (e.g. balanced caseloads, control of schedules, 
encouragement to take time off, making time for regular clinical supervision). Moreover, 
correlational studies focused on the relationships between STS responses and the client-
counselor relationship, as well as client outcomes may offer further support for 
prevention strategies. It would also be essential for counselor education programs to 
measure the effectiveness of current and future curriculum aimed at preparing CITs to 
work with child trauma populations and how to recognize indirect trauma responses. 
More potential research implications should be focused on the relationship 
between STS and constructs that could prevent STS or reduce risk, such as wellness and 
self-care strategies. In addition, studies that increase understanding of the relationships 
between STS and related positive responses to trauma work could be of benefit to our 
field (e.g. vicarious post traumatic growth, compassion satisfaction, trauma stewardship). 
Research focused on the intervention and these related inquiries could enhance present 
knowledge, which could lead to CITs’ ability to effectively engage in trauma counseling 
with reduced risk of STS and related responses to the work. 
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Chapter Summary 
 This chapter provided a summary of the study, its purpose, methodology, and a 
discussion of the results. Previous literature was connected to the results of this study in 
order to make further conclusions regarding the outcomes of this study. Limitations were 
addressed within the study and its design. Finally, chapter five explored the implications 
for clinical supervisors, counselor education programs, and future research.   
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APPENDIX B 
INVITATION LETTER 
CHILD ADVOCACY CENTER EXECUTIVE DIRECTORS 
Dear Child Advocacy Center Executive Directors,  
My name is Brooke Wymer.  I am a doctoral candidate in the Counselor Education and 
Supervision Program within the Department of Educational Studies at the University of 
South Carolina. I was previously employed as a therapist and forensic interviewer in a 
child advocacy center (CAC) setting prior to beginning a career in research and 
academia. The work you do is so vital to our communities and to the safety and healing 
of children and families who have experienced trauma. I am contacting you because I am 
conducting a research study as part of the requirements of my degree in Counselor 
Education and Supervision, and I would like to invite members of your organization to 
participate. 
The purpose of this study is to enhance the present understanding of supervision practices 
that can mitigate secondary traumatic stress (STS) responses among counselors providing 
trauma treatment to child survivors of sexual abuse. This study could have significant 
implications for the counseling field and CAC settings in regard to ways that clinical 
supervision can be used to address STS responses in counselors who work with this 
specific child trauma population. I am hoping that you will be willing to allow counselors 
and supervisors within your practice to participate in the study. By members of your 
organization participating in this study, there is likely to be great benefit to your staff and 
the services they provide. Your supervisors will have the opportunity to obtain free 
training and consultation in a cutting-edge, research-based supervision intervention, 
which could potentially benefit the wellness and retention of counselors in your 
organization due to its focus on reducing STS responses. 
Following your approval, if the counselors and supervisors voluntarily agree to 
participate and meet inclusion criteria for the study, the counselors will be asked to 
complete one brief questionnaire on a weekly basis and participate in a one-hour, video-
recorded clinical supervision session per week with their current established supervisor 
(who will be trained in a supervision intervention by the primary researcher). The 
supervision sessions will be video-recorded for the purposes of the study. Only the 
primary investigator and two trained observers will view the supervision video-
recordings for the purposes of the study. The video-recordings will be kept on secure, 
password-encrypted technical equipment which will be stored in locked filing cabinets at 
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the University of South Carolina and destroyed at the completion of the study. 
Participation will take place for approximately 10 to 25 weeks. 
Participation in this research study is voluntary and confidential. Unique identifiers will 
be given to participants so that no names are used. Though the results of the study may be 
published or presented at professional meetings, participants’ and agencies’ identities will 
not be revealed. Participants and agencies are free not to participate, or to stop 
participating at any time, for any reason without negative consequences.  
In addition to the benefits of professional development of your staff and agency 
mentioned above, counselors and supervisors will each receive $150.00 Amazon gift 
cards for time and effort in participating in the study.  
We will be happy to answer additional questions you have about the study. You may 
contact me at 803-719-6103 or wymerb@mailbox.sc.edu, or my faculty advisor, Dr. 
Dodie Limberg at dlimberg@sc.edu.  
Thank you for your consideration. We look forward to notification of your agency’s 
decision regarding participation. 
 
With kind regards, 
Brooke Wymer, LISW-CP/S 
803-719-6103 
wymerb@mailbox.sc.edu
234 
  
APPENDIX C 
INVITATION LETTER 
CHILD ADVOCACY CENTER SUPERVISORS 
Dear Child Advocacy Center Supervisors,  
My name is Brooke Wymer.  I am a doctoral candidate in the Counselor Education and 
Supervision Program within the Department of Educational Studies at the University of 
South Carolina. I was previously employed as a therapist and forensic interviewer in a 
child advocacy center (CAC) setting prior to beginning a career pursuing my PhD. The 
work you do is so vital to our communities and to the safety and healing of children and 
families who have experienced trauma. I am contacting you because I am conducting a 
research study as part of the requirements of my degree in Counselor Education and 
Supervision, and I would like to you and the counselor/s in your organization to 
participate. 
The purpose of this study is to enhance the present understanding of supervision practices 
that can mitigate secondary traumatic stress (STS) responses among counselors providing 
trauma treatment to child survivors of sexual abuse. This study could have significant 
implications for the counseling field and CAC settings in regard to ways that clinical 
supervision can be used to address STS responses in counselors who work with this 
specific child trauma population. I am hoping that you will be willing to consider 
participating in the study. By members of your organization participating in this study, 
there is likely to be great benefit to your staff and the services they provide. You, as the 
supervisor, will have the opportunity to obtain free training and consultation in a cutting-
edge, research-based supervision intervention, which could potentially benefit the 
wellness and retention of the counselor/s in your organization due to its focus on reducing 
STS responses. 
If the counselor/s and supervisor voluntarily agree to participate and meet inclusion 
criteria for the study, the counselor/s will be asked to complete one brief questionnaire on 
a weekly basis and participate in a one-hour, video-recorded clinical supervision session 
per week with you, their current established supervisor in the CAC (who will be trained 
in a supervision intervention by the primary researcher). The supervision sessions will be 
video-recorded for the purposes of the study. Only the primary investigator and two 
trained observers will view the supervision video-recordings for the purposes of the 
study. The video-recordings will be kept on secure, password-encrypted technical 
equipment which will be stored in locked filing cabinets at the University of South
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 Carolina and destroyed at the completion of the study. Participation will take place for 
approximately 10 to 25 weeks. 
Participation in this research study is voluntary and confidential. Unique identifiers will 
be given to participants so that no names are used. Though the results of the study may be 
published or presented at professional meetings, participants’ and agencies’ identities will 
not be revealed. Participants and agencies are free not to participate, or to stop 
participating at any time, for any reason without negative consequences.  
In addition to the benefits of professional development of your staff and agency 
mentioned above, counselors and supervisors will each receive $150.00 Amazon gift 
cards for time and effort in participating in the study.  
We will be happy to answer additional questions you have about the study. You may 
contact me at 803-719-6103 or wymerb@mailbox.sc.edu, or my faculty advisor, Dr. 
Dodie Limberg at dlimberg@sc.edu.  
Thank you for your consideration. We look forward to notification of your agency’s 
decision regarding participation. 
With kind regards, 
Brooke Wymer, LISW-CP/S 
803-719-6103 
wymerb@mailbox.sc.edu 
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APPENDIX D 
INVITATION LETTER 
CHILD ADVOCACY CENTER COUNSELORS 
Dear Child Advocacy Center Counselor, 
My name is Brooke Wymer. I am a previous therapist/forensic interviewer and worked in 
the CAC setting for several years. I am now a doctoral student in Counselor Education 
and Supervision at the University of South Carolina and am completing my dissertation. 
Because of my experiences in the field, my desire is to complete research that improves 
CAC service delivery to the children and families we serve. 
Your supervisor has agreed to assist me in participating in a study regarding supervision 
in the CAC setting. I will need to get some information from you prior to the study to 
ensure criteria is met for study participation. If the criteria is met, I will send you more 
information about the study so you can decide if you would be willing to participate in 
the study with your supervisor. Participating in the study would require that you meet 
with your supervisor for one hour per week for individual supervision and that you 
complete a brief questionnaire for me each week (that should take approximately no more 
than 15 minutes). The study should last for approximately 20 weeks.  
Following this e-mail, you will receive a questionnaire in your e-mail from Qualtrics. In 
the first prompt, you will need to provide a unique identifier. Your unique identifier is 
_______. This is so that your name will not be included in the questionnaire to protect 
your privacy. I will be the only one with access to your questionnaire. It will not be 
available to your supervisor or anyone else. If you could complete the questionnaire by 
______ at ______, I would greatly appreciate it. Please let me know if you have any 
further questions or concerns. You may call me at (803) 719-6103 or e-mail me at 
wymerb@mailbox.sc.edu . 
All my best, 
Brooke 
Brooke Wymer, LISW-CP/S 
Doctoral Candidate 
Counselor Education and Supervision 
University of South Carolina      
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APPENDIX E 
INFORMED CONSENT – COUNSELOR PARTICIPANTS  
UNIVERSITY OF SOUTH CAROLINA 
CONSENT TO BE A RESEARCH SUBJECT (Counselor Participants) 
An Investigation of the Impact of a Supervision Intervention on Secondary Traumatic 
Stress Responses among Counselors Treating Child Survivors of Sexual Abuse 
 
PURPOSE AND BACKGROUND:  
This research study is being conducted by Brooke Wymer, MSW, LISW-CP/S. I am a 
Doctoral Candidate in the Counselor Education & Supervision program within the 
Department of Educational Studies at the University of South Carolina. The purpose of 
this study is to measure the effects of a supervision intervention on secondary traumatic 
stress responses and client outcomes among counselors treating child survivors of sexual 
abuse. The inclusion criteria to participate in this study are as follows. You are invited to 
participate because you meet the following criteria: 
1. You are a licensed professional counselor (LPC or LPC-I/A) or have a related 
license in the State of South Carolina, North Carolina, and/or Georgia. 
2. You have 1-5 years of experience as a practicing counselor, specifically with the 
specified population. 
3. Your caseload is primarily (one-third to one-half) made up of child survivors of 
sexual abuse (under age 18).  
4. You have at least a mild (overall score of 28-37) or moderate level (overall score 
of 38+) of STS responses as measured by the Secondary Traumatic Stress Scale 
(STSS; Bride, Robinson, Yegidis, & Figley, 2004). 
5. Your supervisor has at least five years of clinical experience, licensure in 
counseling or related field, and has taken at least one graduate-level supervision 
course or completed equivalent continuing education hours in supervision. 
 
The study will be completed at the organization where you practice counseling, and/or at 
the location where your supervision is received. The study will involve one primary 
researcher and approximately six – eight volunteers (up to four counselor participants and 
up to four supervisors).  
 
This form explains what you will be asked to do, if you decide to participate in this study. 
Please read it carefully and feel free to ask questions before you decide to participate.
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PROCEDURES:  
 If you agree to be in this study, you will do the following: 
1. Complete a general demographic survey. 
2. Complete the Secondary Traumatic Stress Scale (STSS; Bride et al., 2004) 
once prior to the start of the study and once every week.   
3. Complete the Counselor Experiences Questionnaire once each week.  
4. Attend one-hour of individual supervision with your current supervisor 
each week, which will be audio/video-recorded and reviewed by two 
trained observers to ensure procedural fidelity of the supervision 
intervention provided by your supervisor. 
 
DURATION:  
Participation in the study may take 10 to 25 weeks.  
 
RISKS: 
There are no unique or foreseeable risks associated with participation in this study. Being 
in supervision and answering questions about your personal and professional life can 
cause some discomfort. 
 
BENEFITS:  
You may benefit from engaging in regularly scheduled one-hour weekly supervision 
sessions with your supervisor and from receiving the supervision intervention provided 
by your supervisor. Client outcomes could be enhanced. 
  
COSTS:  
There will be no costs to you for participating in this study other than the time spent 
receiving supervision and completing the self-report questionnaires. 
 
PAYMENT TO PARTICIPANTS:  
In return for your time and effort, you will receive a $150.00 Amazon Gift Card. 
 
CONFIDENTIALITY OF RECORDS:  
Each participant’s data will be stored and organized using unique identifiers. No 
participant, or supervisor names will be used in this study to protect participants’ rights to 
confidentiality and privacy.  
 
Study information and recordings will be securely stored in locked files and on password-
protected computers/electronic storage devices. All video recordings will be deleted and 
all completed self-report questionnaires will be destroyed at the conclusion of this study. 
Results of this research study may be published or presented at seminars; however, the 
report(s) or presentation(s) will not include your name or other identifying information 
about you or your supervisor.   
 
VOLUNTARY PARTICIPATION:  
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Participation in this research study is voluntary. You are free not to participate, or to stop 
participating at any time, for any reason without negative consequences. If you do 
withdraw from this study, the information you have already provided will be kept in a 
confidential manner. If you wish to withdraw from the study, please call or email the 
principal investigator listed on this form. 
 
PARTICIPANT AGREEMENT: 
I have been given a chance to ask questions about this research study. These questions 
have been answered to my satisfaction. If I have any more questions about my 
participation in this study I am to contact Brooke Wymer, MSW, LISW-CP/S at (803) 
719-6103 or wymerb@mailbox.sc.edu. 
 
Questions about your rights as a research subject are to be directed to, Lisa Johnson, 
Assistant Director, Office of Research Compliance, University of South Carolina, 1600 
Hampton Street, Suite 414D, Columbia, SC 29208, phone: (803) 777-7095 or email: 
LisaJ@mailbox.sc.edu. 
  
I agree to participate in this study. I have been given a copy of this form for my own 
records. 
 
If you wish to participate, please sign below. 
 
                            
Signature of Subject / Participant   Date 
 
___________________________________________  
Printed Name of Subject / Participant    
 
      
Signature of Qualified Person Obtaining Consent  Date 
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APPENDIX F 
INFORMED CONSENT – SUPERVISORS 
UNIVERSITY OF SOUTH CAROLINA 
CONSENT TO BE A RESEARCH SUBJECT (Supervisor Participants) 
 
An Investigation of the Impact of a Supervision Intervention on Secondary Traumatic 
Stress Responses among Counselors Treating Child Survivors of Sexual Abuse 
 
PURPOSE AND BACKGROUND:  
This research study is being conducted by Brooke Wymer, MSW, LISW-CP/S. I am a 
Doctoral Candidate in the Counselor Education & Supervision program within the 
Department of Educational Studies at the University of South Carolina. The purpose of 
this study is to measure the effects of an affective check-in supervision intervention on 
secondary traumatic stress responses and client outcomes among counselors treating child 
survivors of sexual abuse. The inclusion criteria to participate in this study are as follows. 
You are invited to participate because you meet the following criteria. 
1. You are currently supervising a counselor participant who consented to participate 
in the study. 
2. You are a licensed professional counselor or a licensed professional counselor 
supervisor (LPC or LPC/S) in the State of South Carolina, North Carolina, and/or 
Georgia. If not a licensed professional counselor, you hold an equivalent license 
in a related field (marriage, couples, and family counseling, social work, etc.).  
3. You have five or more years of experience as a practicing counselor/clinician.  
4. You have completed at least one graduate-level course in supervision, or 
equivalent hours of continuing education in supervision.  
 
The study will be completed at the organization where you are currently employed to 
supervise, and/or at the location where you provide supervision. The study will involve 
one primary researcher and approximately six – eight volunteers (up to four counselor 
participants and up to four supervisors).   
 
This form explains what you will be asked to do, if you decide to participate in this study. 
Please read it carefully and feel free to ask questions before you decide to participate. 
 
PROCEDURES: 
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If you agree to be in this study, you will do the following: 
 
1. Complete a general demographic survey.  
2. Throughout the duration of the study, provide one-hour of weekly supervision to 
the counselor participant who provided consent to participate in the study, which 
will be audio/video-recorded and reviewed by two trained observers to ensure 
procedural fidelity of the supervision intervention. 
3. At each supervision session, set up the audio/video-recording equipment 
(provided by the primary researcher), start and end the recording, and upload the 
recording via the requested link (if agreed upon by your site). When recordings 
are present on the device, you will store the recording device in a locked filing 
cabinet.  
4. Complete a one-day training with the primary researcher to prepare you to 
complete the procedures of the study and implement the supervision intervention 
in the one-hour weekly supervision sessions of the counselor participant.  
5. You will receive a half-day refresher training course if procedural fidelity falls 
below 80% in your supervision sessions with the counselor participant.  
 
DURATION:  
Participation in the study may take 10 to 25 weeks.  
 
RISKS: 
There are no unique or foreseeable risks associated with participation in this study. There 
may be slight discomfort with being audio-recorded during supervision.   
 
BENEFITS:  
Participants may benefit from participating in this study by receiving training and 
consultation in a supervision intervention grounded in scholarly literature. Supervisor-
supervisee working alliances and client outcomes could be enhanced by the 
implementation of this intervention.   
 
COSTS:  
There will be no costs to you for participating in this study other than the time spent 
receiving training and providing supervision. 
 
PAYMENT TO PARTICIPANTS:  
In return for your time and effort, you will receive a $150.00 Amazon Gift Card. 
 
CONFIDENTIALITY OF RECORDS:  
Sensitive and personal information may be disclosed during the course of supervision 
sessions. In accordance with the American Counseling Association’s Code of Ethics 
(2014) and the Health Insurance Portability and Accountability Act (HIPPA), all 
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confidentiality of information will be maintained according to your agency’s policies and 
procedures.  
 
Each participant’s data will be stored and organized using unique identifiers. No 
participant, or supervisor names will be used in this study to protect participants’ rights to 
confidentiality and privacy.  
 
Study information and recordings will be securely stored in locked files and on password-
protected computers/electronic storage devices. All video recordings will be deleted and 
all completed self-report questionnaires will be destroyed at the conclusion of this study. 
Results of this research study may be published or presented at seminars; however, the 
report(s) or presentation(s) will not include your name or other identifying information 
about you or your supervisee. 
 
VOLUNTARY PARTICIPATION:  
Participation in this research study is voluntary. You are free not to participate, or to stop 
participating at any time, for any reason without negative consequences. If you do 
withdraw from this study, the information you have already provided will be kept in a 
confidential manner. If you wish to withdraw from the study, please call or email the 
principal investigator listed on this form. 
 
PARTICIPANT AGREEMENT: 
I have been given a chance to ask questions about this research study. These questions 
have been answered to my satisfaction. If I have any more questions about my 
participation in this study I am to contact Brooke Wymer, MSW, LISW-CP/S at (803) 
719-6103 or wymerb@mailbox.sc.edu. 
 
Questions about your rights as a research subject are to be directed to, Lisa Johnson, 
Assistant Director, Office of Research Compliance, University of South Carolina, 1600 
Hampton Street, Suite 414D, Columbia, SC 29208, phone: (803) 777-7095 or email: 
LisaJ@mailbox.sc.edu. 
  
I agree to participate in this study. I have been given a copy of this form for my own 
records. 
 
If you wish to participate, please sign below. 
                            
Signature of Subject / Participant   Date 
___________________________________________  
Printed Name of Subject / Participant    
      
Signature of Qualified Person Obtaining Consent  Date
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APPENDIX G 
GENERAL DEMOGRAPHIC SURVEY - COUNSELORS
General Demographics Survey 
(Counselor Participants) 
 
Directions: Please complete the following general demographics survey. All 
responses are confidential.  
 
Gender:   ___Cisgender Male  ___Cisgender Female  ___Transgender Woman   
     ___Transgender Man  ___Other 
 
Sexual Orientation: ____Heterosexual ____Gay ____Lesbian ____Bisexual  
                                   ____Not listed (Please Specify): __________________________ 
 
Age: ____    
 
Ethnicity: ___African-American  ___Asian-American  ___Caucasian/White (Non-  
Hispanic)  ___Hispanic  ___Native-American  ___Pacific/Islander  ___Not 
listed (Please Specify):_________________________ 
 
Current Marital Status: ___Single ___Divorced ___Married/Partnered 
      ___Cohabitating ___Widowed ____Not listed (Please      
                                          Specify):_________________________ 
 
Current State of Residence:______________________________ 
 
EDUCATION: 
 
Highest Degree Completed: ___ High School  ___Associate  ___Bachelor  ___Masters   
___Specialist  ___Doctoral 
 
Type of Degree(s) Held:___________________________________________________ 
 
Years Degree(s) Received:________________________ 
 
LICENSURE: 
 
Type:___________________ Year Received:___________________ 
 
244 
  
SUPERVISION: 
Are you currently receiving supervision?________________________________ 
Are you receiving licensure supervision?_________________________________ 
Number of Years Supervision Received:_________________________________ 
Years Until Eligible for Full Licensure:__________________________________ 
Direct Hours of Supervision Completed:_________________________________ 
Direct Hours of Supervision Remaining:_________________________________ 
Hours of Supervision Received Per Week/Month:__________________________ 
 
TRAINING/CERTIFICATIONS RECEIVED TO WORK WITH TRAUMA: 
________________________________________________________________________
________________________________________________________________________ 
 
COUNSELING EXPERIENCE: 
 
Type of Organization Currently Employed (i.e. state, private, child advocacy 
center):________________________________________________________________ 
 
Title/Position: __________________________________________________________ 
 
Populations You Work With:______________________________________________ 
 
Current Number on Caseload:______________ 
 
Current Number of Children Who Are Sexual Abuse Survivors on Caseload 
(Children 18 & Under):____________________ 
 
 
How many years of experience have you obtained in counseling?_________________ 
 
How many years of experience have you obtained in working with children who are 
sexual abuse survivors?________________ 
 
Type of evidence-based practice/theory used:_________________________________ 
 
RESEARCHER USE ONLY: 
 
Counselor Participant Unique Identifier: __________________ 
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APPENDIX H 
GENERAL DEMOGRAPHIC SURVEY – SUPERVISOR 
General Demographics Survey 
(Supervisor Participants) 
 
Directions: Please complete the following general demographics survey. All 
responses are confidential.  
 
Gender:   ___Cisgender Male  ___Cisgender Female  ___Transgender Woman   
     ___Transgender Man  ___Other 
 
Sexual Orientation: ____Heterosexual ____Gay ____Lesbian ____Bisexual  
                                   ____Not listed (Please Specify): __________________________ 
 
Age: ____    
 
Ethnicity: ___African-American  ___Asian-American  ___Caucasian/White (Non-  
Hispanic)  ___Hispanic  ___Native-American  ___Pacific/Islander  ___Not 
listed (Please Specify):_________________________ 
 
Current Marital Status: ___Single ___Divorced ___Married/Partnered 
      ___Cohabitating ___Widowed ____Not listed (Please      
                                          Specify):_________________________ 
 
Current State of Residence:______________________________ 
 
EDUCATION: 
 
Highest Degree Completed: ___ High School  ___Associate  ___Bachelor  ___Masters   
___Specialist  ___Doctoral 
 
Type of Degree(s) Held:___________________________________________________ 
 
Years Degree(s) Received:________________________ 
 
LICENSURE: 
 
Type:___________________ Year Received:_________________
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SUPERVISION: 
Are you currently providing supervision?________________________________ 
Are you currently providing licensure supervision?________________________ 
Number of Years Providing Supervision:_________________________________ 
Hours of Supervision Currently Providing Per Week/Month Per 
Supervisee:__________________________________________________________ 
Current Model/Theory of Supervision:___________________________________ 
TRAINING/COURSES COMPLETED IN SUPERVISION (Specify Hours 
Completed): 
________________________________________________________________________
________________________________________________________________________ 
 
PROFESSIONAL EXPERIENCE: 
 
Type of Organization Currently Employed (i.e. state, private, child advocacy 
center):________________________________________________________________ 
 
Title/Position: ___________________________________________________________ 
 
 
Job Duties:______________________________________________________________ 
________________________________________________________________________ 
 
How many years of experience have you obtained in counseling?_________________ 
 
How many years of experience have you obtained in working with children who are 
sexual abuse survivors?________________ 
 
Type of evidence-based practice/theory used:_________________________________ 
 
RESEARCHER USE ONLY: 
 
Supervisor Unique Identifier: _________________  
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APPENDIX I 
 
SECONDARY TRAUMATIC STRESS SCALE 
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APPENDIX J 
COUNSELOR EXPERIENCES QUESTIONNAIRE 
When answering the below questions, please consider ways you feel you have been 
impacted by your work providing counseling to child survivors of sexual abuse. Please 
read each prompt and answer according to your experiences.  
1. Given your answers on the Secondary Traumatic Stress Scale, are there any other 
ways you feel you are currently being impacted personally or professionally by 
your work with child survivors of sexual abuse that were not included in the 
questions?  
________ Yes  ________No 
2. If you answered yes to the above question, please provide additional ways you 
feel working with child survivors of sexual abuse is affecting you personally and 
professionally.  
3. If you answered no to the above question, please explain any reasons you feel 
there have been no additional impacts this week.  
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APPENDIX K 
PROCEDURAL FIDELITY CHECKLIST 
Observer:____________________________ 
 
Date of Supervision Session:____________ 
 
Supervisor Unique Identifier:___________ 
 
Counselor Participant Unique Identifier:_________ 
 
Specifics for coding the affective check-in supervision intervention as completed: 
• The three components of the affective check-in supervision intervention (inquiry, 
validation, and management discussion) must intentionally be completed at the 
beginning of the clinical supervision content discussion (i.e. after initial 
greetings/conversational exchanges and prior to case discussions or supervision-
as-usual content) for the affective check-in supervision intervention to be coded 
as completed. If there is an unavoidable crisis to be addressed prior to the check-
in please note that in the section below **. 
 
• Additionally, the affective check-in supervision intervention should be completed 
in the order listed and including all procedures in bold that state “required” 
next to them (taking into account the listed exceptions) to be coded as 
completed. The bulleted examples are to be used as a suggestive guide for 
identifying when a procedure has been implemented, but are not an exhaustive 
list. It is likely that not all bulleted examples will occur during each session under 
each component. It will be specified as required if one or more examples should 
be observed.  
 
Point during the recording when the affective check-in was started: 
 
Time stamp in the recording: 
 
**Any discussion prior to the affective check-in beyond initial greetings/conversational 
exchanges
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Completed 
(Yes/No)  
Component Component Description 
 
 
 
Procedures 
 
1_______ 
 
2_______ 
 
Total 
Procedures 
Completed/ 
Total 
Procedures 
Possible 
 
_________ 
(___/___) 
 
 
 
 
Inquiry  
 
 
 
 
 
 
 
 
 
*If 
procedures 
possible is less 
than 2. Please 
explain. 
• Definition: 
Prompts by the supervisor to allow the 
participant to reflect on and process current 
thoughts, feelings, and personal impacts related 
to working with CSSA 
• Procedures: 
(1) Initial Prompt (Required) 
a. Broad and open-ended question or 
probing statement regarding current 
thoughts, feelings, or 
personal/professional impacts 
(2) Open-ended questions or probes for 
further inquiry (Required) 
*Active Listening Skills (Required 
throughout check-in – At least 1 of the below 
examples should be used) 
a. Encouraging 
b. Summarizing 
c. Paraphrasing 
d. Reflecting Feelings 
e. Empathic Responding 
f. Validating  
 
 
 
Procedure 
 
 
1_______ 
 
 
Total 
Procedures 
Completed/
Total 
Procedures 
Possible  
 
_________ 
(____/___) 
Validation 
 
 
 
 
 
 
 
 
 
 
*If 
procedures 
possible is less 
than 1. Please 
explain.  
• Definition: 
Normalizing and acknowledging the counselor 
participants’ shared experience as being okay 
and understood given their work with CSSA 
• Procedures: 
(1) Validating/normalizing statement in 
response to counselor participant sharing 
(Required – At least 1 of the below 
examples should be used) 
a. Experience is affirmed by supervisor 
b. Experience is normalized by supervisor 
c. Relevant education is provided 
regarding normalization of experience 
*Active Listening Skills (Required 
throughout – At least 1 of the below 
examples) 
a. Encouraging 
b. Summarizing 
c. Paraphrasing 
d. Reflecting Feelings 
e. Empathic Responding 
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f. Validating  
   
 
 
 
 
Procedures 
 
1________ 
 
2________ 
 
3________ 
 
4________ 
 
5________ 
 
 
 
 
Total 
Procedures 
Completed/
Total 
Procedures 
Possible 
 
_________ 
 
(___/___) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Management 
Discussion 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
*If total 
procedures 
possible is less 
than 2 in the 
first check-in, 
or less than 5 
during check-
ins following 
the first, 
please explain. 
• Definition: 
Counselor participant and supervisor engaging in 
collaborative problem-solving and goal-setting 
regarding ways to manage any negative responses to 
work with CSSA. 
• Procedures (#1-5 must occur after inquiry and 
validation, but do not have to occur in the listed 
order and may be interchangeable): 
(1) Supervisor asks counselor participant to 
choose most prominent need to be addressed 
(Required – if more than one need was 
discussed in the inquiry by the supervisee. Also 
not required if the supervisor feels 
responsibility to address a need that could 
cause impairment in ethical practice). 
(2) Supervisor provides education about certain 
management strategies that may be of benefit 
(Required – if supervisee discusses a new need 
to be addressed and does not feel previous 
strategies implemented are working - Suggests 
at least 1 practice below in collaborative 
problem-solving with counselor participant).  
a. Mindfulness/Meditation Practices 
b. Setting Professional/Personal 
Boundaries 
c. Avoiding Further Trauma Exposure 
d. Increasing Social Support 
e. Engagement in Fulfilling Experiences 
f. Cognitive Restructuring 
g. Relaxation Techniques 
h. Physical Wellness Activities 
i. Spiritual Wellness Activities 
j. Expressive Art 
k. Counseling for the Counselor 
             After the first check-in: 
(3) Supervisor follow-up about previous 
strategies discussed in prior supervision 
session/s (Required). 
(4) Supervisor elicits feedback about 
management strategies (Required). 
(5) Supervisor acknowledges counselor 
participants’ growth (Required). 
a. Regarding use of management 
strategies   
b. Ways sessions have improved due to 
use of management strategies 
c. Ways counselor participants are making 
meaning of their experiences  
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Active 
Listening 
Observed  
 
_________ 
 
(____/_1_) 
d. Ways counselor participants are finding 
satisfaction in their work 
e. Supervisor prompts return to core 
personal purposes of counselor 
participant in engaging in the work of 
counseling CSSA. 
*Active Listening Skills (Required throughout – At 
least 1 of the below examples should be used) 
a. Encouraging 
b. Summarizing 
c. Paraphrasing 
d. Reflecting Feelings 
e. Empathic Responding 
f. Validating  
Total Procedures 
Completed 
Total Procedures Intervention Fidelity % 
          
 (__________      /         __________) x 100 
                                  
If total procedures completed/possible is less than 
9 (*6 in first check-in), please explain: 
 
 
 
 
 
 
  
__________ 
Supervision-As-Usual Content Consistent with 
Initial Video 
(Please list in the column to the right based on the 
initial video description for the supervisor.) 
 
Supervision-As-Usual Content Variation from 
Initial Video 
(Please list in the column to the right based on the 
initial video description for the supervisor.) 
 
 
 
 
 
 
 
 253 
  
APPENDIX L 
COUNSELOR POST-INTERVENTION FOLLOW-UP QUESTIONNAIRE
When answering the below questions, please consider your participation in the following 
study: “An Investigation of the Impact of a Supervision Intervention on Secondary 
Traumatic Stress Responses among Counselors Treating Child Survivors of Sexual 
Abuse.”  
 
For questions #1 - 3, please respond with: 
1 (not at all)      -  2 (very little)    - 3 (mostly)  - 4 (very much) 
1. As a whole, how much did you like receiving the intervention by your supervisor? 
2. Do you feel the outcome of receiving the intervention (i.e. what you gained from 
the intervention) was worth the time and effort that was required of your 
participation in this study?  
3. Was the content of the intervention helpful to you as a counselor working with 
child survivors of sexual abuse?  
For Questions #4 – 5, please respond with: 
1 (Yes)       -       2 (No)       -      3 (Maybe) 
4. Would you like to continue receiving the intervention by your supervisor after this 
study?  
5. Would you recommend receiving this intervention to other counselors?   
For Question #6, please respond to the open-ended prompt: 
6. What were your motivating factors for remaining a participant throughout the 
entirety of this study? 
 
Please share your reflections related to your experience receiving the intervention:
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APPENDIX M 
SUPERVISOR POST-INTERVENTION FOLLOW-UP QUESTIONNAIRE 
When answering the below questions, please consider your participation in the following 
study: “An Investigation of the Impact of a Supervision Intervention on Secondary 
Traumatic Stress Responses among Counselors Treating Child Survivors of Sexual 
Abuse.”  
 
For questions #1 - 4, please respond with: 
1 (not at all)      -  2 (very little)    - 3 (mostly)  - 4 (very much) 
1. As a whole, how much did you like providing the intervention to your supervisee? 
2. Do you feel the outcome of providing the intervention (i.e. what your supervisee 
gained from the intervention) was worth the time and effort that was required of 
your participation in this study?  
3. From your perspective, was the content of the intervention helpful to your 
supervisee in their work with child survivors of sexual abuse?  
4. How easy is it to implement the intervention? 
For Questions #5 – 6, please respond with: 
1 (Yes)       -       2 (No)       -      3 (Maybe) 
5. Will you continue providing the intervention after this study?  
6. Would you recommend receiving training in this intervention to other 
supervisors?   
For Question #7, please respond to the open-ended prompt: 
7. What were your motivating factors for remaining a participant throughout the 
entirety of this study? 
Please share your reflections related to your experience providing the intervention 
to your supervisee:
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APPENDIX N 
OBSERVER POST-INVESTIGATION FOLLOW-UP QUESTIONNAIRE 
When answering the below questions, please consider your observations in the following 
study: “An Investigation of the Impact of a Supervision Intervention on Secondary 
Traumatic Stress Responses among Counselors Treating Child Survivors of Sexual 
Abuse.”  
For questions #1 - 4, please respond with: 
1 (Not at all)      -  2 (Very little)      -  3 (Mostly)   - 4 (Very much) 
1. As a whole, how much did you like the intervention provided in this study? 
2. Do you feel the outcome (i.e. what the supervisees gained from the intervention) 
was worth the time and effort that was required of you, as an observer, and the 
supervisors who implemented the intervention in this study?  
3. From your observation, was the content of the intervention helpful to the 
supervisees in their work with child survivors of sexual abuse?  
4. From your observation, how easy was it for supervisors to implement the 
intervention? 
For Questions #5, please respond with: 1 (Yes)       -       2 (No)       -      3 (Maybe) 
5. Would you recommend receiving training in this intervention to other 
supervisors?   
6. In your experiences as a clinician, would you want your supervisor to implement 
this intervention with you? 
For Question #6, please respond to the open-ended prompt: 
7. What were your motivating factors for remaining an observer throughout the 
entirety of this study? 
Please share your reflections about the changes you observed within the supervision 
sessions between baseline and intervention phases (e.g. level of counselor participant 
disclosure, counselor-supervisor relationship changes, reported use of management 
strategies).
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APPENDIX O 
OBSERVER TRAINING AGENDA 
• Welcome & Introductions (3:00 – 3:10PM - 10 minutes)  
• Rationale for Study (3:10 – 3:25PM - 15 minutes) 
o Secondary Traumatic Stress Definitions (Figley, 1995; Stamm, 1995; 
Bride et al., 2004) 
o Secondary Traumatic Stress Risk (Arvay, 2002; Baird & Kracen, 2006; 
Canfield, 2005; Craig & Sprang, 2010; Foster, 2017; Killian, 2008; Ludick 
& Figley, 2017; Sodeke-Gregson, Holttum, & Billings, 2013) 
o Counseling Child Survivors of Sexual Abuse (Etherington, 2000; 
Etherington, 2009; Everall & Paulson, 2004; Knight, 2013; Foster, 2017; 
Ludick & Figley, 2017; Salston & Figley, 2003; Sommer & Cox, 2005; 
Whitfield & Kanter, 2014) 
o Supervision as Protective Factor (Canfield, 2005; Etherington, 2000; 
Everall & Paulson, 2004; Killian, 2006; Knight, 2004; Knight, 2013; 
Knight, 2018; Sommer, 2008; Sommer & Cox, 2005) 
• Rationale for Affective Check-In Supervision Intervention (3:25PM – 
3:45PM - 20 minutes)  
o Theory of Intervention (Etherington, 2000; Etherington, 2009; Frawley-
O’Dea & Sarnat, 2001; Friedlander, Siegal, & Brenock, 1989; Knight, 
2004; Knight 2013; Knight, 2018; Milne, 2007)   
▪ Trauma-Informed Supervision (Berger & Quiros, 2016; Harris 
& Fallot; Knight, 2018) 
▪ Discrimination Model (Bernard, 1979 ; Bernard, 1997; Bernard & 
Goodyear, 2014) 
▪ Knight’s Theory of Affective Check-in Supervision 
Intervention (Knight, 2003; Knight, 2014; Knight, 2018) 
o Inquiry (Berger & Quiros, 2016; Bernard & Goodyear, 
2014; Cunningham, 2004; Ladany et al., 1996; Yourman, 
2003) 
o Validation (Berger & Quiros, 2016; Bridges, 1999; Ladany 
et al., 1996) 
o Management Discussion (Bernard & Goodyear, 2014; 
Peled-Avram, 2017; Sommer, 2008) 
o Ethical Considerations (Knight, 2018) 
• BREAK (3:45PM – 3:50PM – 5 minutes) 
• Procedures of the Study and Specifics of Intervention (3:50PM – 4:30PM – 
40 Minutes) 
o Baseline Conditions – Supervision-As-Usual
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o Intervention Conditions - Affective Check-in Supervision Intervention 
Defining and Giving Examples for All Components (Provide Manual) 
▪ Inquiry   
▪ Validation 
▪ Management Discussion 
o Protecting Confidentiality and Procedures 
• Procedural Fidelity Checklist Training (4:30PM – 4:50PM – 20 Minutes) 
o Procedural Fidelity Checklist Description and Explanation of Each Section 
o Inter-Observer Agreement (50% of Sessions) – Percentage Agreement 
Standards (80%) 
o Booster Training Sessions 
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APPENDIX P 
 
SUPERVISOR TRAINING AGENDA 
FIRST HOUR 
• Welcome & Introduction to Training (5 minutes)  
• Rationale for the Study (20 minutes) 
o Secondary Traumatic Stress Defined 
o Secondary Traumatic Stress Risk Factors 
o Counseling Child Survivors of Sexual Abuse (CSSA) 
o Supervision as Protective Factor  
• Rationale for Affective Check-In Supervision Intervention (25 minutes)  
o Theory of Intervention  
o Trauma-Informed Supervision  
o Discrimination Model  
o Knight’s Theory of Affective Check-in Supervision Intervention  
SECOND HOUR 
• Components (30 Minutes) 
o Inquiry 
o Inquiry Procedures: 
▪ Initial Prompt 
▪ Further Inquiry 
▪ Active Listening 
o Validation 
o Validation Procedures 
▪ Validating/Normalizing Statement 
o Management Discussion (1st Affective Check-in) 
▪ Choose Prominent Need 
▪ Provide Education about 1 Strategy 
o Management Discussion (2nd Affective Check-in) 
▪ Follow-up 
▪ Feedback 
▪ Growth Acknowledgement
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• Ethical Considerations (10 Minutes) 
o Boundaries 
o Clarity 
o Increasing Clinician Self-Efficacy 
THIRD HOUR 
• Procedural Fidelity (60 Minutes) 
o Procedural Fidelity Checklist  
o Trainer role-plays skills practice for example of intervention implementation 
o Skills Practice Until 90% Mastery of the Skill (no less than 8 out of 9 
procedures) 
o Booster Training Sessions if Supervisor falls below 80% During Study (no 
less than 7 out of 9 procedures) 
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APPENDIX Q 
 
MANUALIZED INTERVENTION FOR SUPERVISORS 
I. Theory 
 
A. Clinical supervision historically and presently has been regarded as the most 
crucial part of the education and preparation of trainees in the mental health 
professions (Goodyear, 2007). 
 
B. Scholars have conceptualized supervision as a way to mitigate secondary 
traumatic stress (STS) responses among clinicians working with trauma survivors 
(Etherington, 2000; Etherington, 2009; Knight, 2004; Knight, 2018) due to the 
nature and purposes of supervision (i.e. building self-efficacy, growth, 
development, competence, self-monitoring of supervisee [Milne, 2007]), the 
nature of the parallel process in supervision [Friedlander, Siegal, & Brenock, 
1989]), and supervision as a triadic relationship that can ultimately improve 
trauma survivors’ outcomes in treatment ( Frawley-O’Dea & Sarnat, 2001; Milne, 
2007).  
 
C. As a result of the last 40 years of trauma research, conceptualizations of trauma-
informed practices have emerged and led to an increased interest in trauma-
informed supervision approaches (Knight, 2018). 
 
D. Trauma-informed supervision encompasses the five principles that guide trauma-
informed practice (safety, trust, collaboration, choice, empowerment; Harris & 
Fallot, 2001; Knight, 2018). 
 
E. Knight (2018) conceptualized the integration of trauma-informed supervision 
practices with the discrimination model of supervision (Bernard, 1979; Bernard, 
1997; Bernard & Goodyear, 2014), as the roles of teacher, counselor, and 
consultant facilitate the needs of trauma counselors in supervision (i.e. “guidance, 
education, and support” [Knight, 2018, p. 20]  
 
II. Operational Definition of Affective Check-in Supervision Intervention 
 
Knight (2004; 2013) conceptualized the idea of an “affective check-in” from the 
conceptualization of supervision as a potential moderator for indirect trauma exposure 
responses, such as secondary traumatic stress (STS) responses, as originally outlined 
by Etherington (2000). The affective check-in continues to be a part of Knight’s 
(2018) conceptualization of trauma-informed supervision and includes (Knight, 2004; 
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2013; 2018): (a) inquiry of personal impacts/responses (thoughts, feelings, 
experiences), (b) validation (normalization, empathy, support), and (c) discussing 
ways to manage these responses (with support and accountability from supervisor). 
The affective check-in was identified as a practical way that supervisors could assess 
the supervisees’ current response to their clients and the work of trauma counseling 
(Knight, 2004).  
 
III. Components 
 
A. INQUIRY: The inquiry portion of the check-in will include prompts by the 
supervisor to allow the counselor participant an opportunity to reflect on and 
process current thoughts, feelings, and personal impacts related to working with 
CSSA (Knight, 2004; Knight, 2013). 
 
1. Purpose: The purpose of this part of the intervention is for the supervisor 
to create a safe space for the supervisee to openly and honestly process 
their current internal experiences regarding their work with CSSA 
(Knight, 2004; Knight, 2013; Knight, 2018).  
 
B. Inquiry Procedures: 
 
1. Initial Prompt (Required): The initial prompt in this inquiry will be 
broad and open-ended, as the needs and experiences (personal or 
professional) of the supervisee are likely to differ across supervision 
sessions (Knight, 2004; Knight, 2013). The initial prompt could include a 
broad and open-ended question or probing statement regarding current 
thoughts, feelings, or personal impacts. 
 
a) Initial Prompt Examples: “How are you currently feeling about 
your work with CSSA?,” “How is working with the CSSA 
population currently impacting you personally or professionally?,” 
or “What are your current thoughts about your work with CSSA 
clients?” 
 
2. Further Inquiry (Required): Following the supervisees’ responses to the 
initial prompt, the remaining focus of the supervisors’ inquiries would 
include the supervisors asking open-ended questions (or probes) and 
utilizing active listening to allow the supervisees to process in further 
detail the current feelings, thoughts, or impacts regarding their work with 
CSSA.
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a) Purpose: The purpose of this processing is to allow the supervisee 
safety, space, and time to engage in honest and open conversation 
within the safety of the confidential supervisory relationship 
(Knight, 2004; Knight, 2013; Knight, 2018). The inquiry allows 
the supervisee to engage in self-reflection and increase self-
awareness regarding their internal responses to their work.  
b) Further Inquiry Examples: “Tell me more about…,” “Share with 
me how…,” “How does this feeling impact you personally?,” or 
“In what ways do these thoughts impact you in your professional 
role counseling CSSA?” 
 
3. Active Listening (Required throughout the affective check-in): The 
supervisor would utilize active listening skills (i.e. open body language, 
nodding, leaning-in toward the supervisee, encouraging, summarizing, 
paraphrasing, empathic responses, validating, reflecting feelings) during 
processing. 
 
4. Tailored to Needs of Supervisee: Depending upon the supervisees’ 
current experiences, the processing may be related to thoughts or feelings 
about specific clients, thoughts or feelings about working with CSSA in 
general, personal impacts due to work with CSSA (i.e. personal 
relationship difficulties, withdrawal from previously enjoyed activities, 
sleep disturbance, altered worldviews), or professional/ethical concerns 
related to current functioning in their role counseling CSSA (Knight, 
2004; Knight, 2013).  
 
C. VALIDATION: Following the counselor participants’ processing, the 
supervisors will validate the counselor participants’ shared experience by 
normalizing and acknowledging the counselor participants’ experiences as being 
okay, expected, and understood given their work with CSSA (Knight 2004; 
Knight, 2013). 
 
1. Purpose: Normalization and validation of secondary trauma responses 
allows the supervisees to feel less isolated, judged, and ashamed by their 
current responses to working with CSSA. Providing information about the 
experience normalizes and validates the supervisees’ response, in addition 
to giving supervisees power over their experiences through knowledge 
that they are not alone and their experiences are understood (Knight, 2004; 
Knight, 2013). In addition, it allows for the supervisees to feel empowered 
that there is hope for managing such responses in the following 
management discussion (Knight, 2004; Knight, 2013). 
 
D. Validation Procedures: 
1. Validating/Normalizing Statement (Required):  
a) Experience is affirmed by the supervisor 
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b) Experience is normalized by the supervisor 
c) Relevant education is provided regarding normalization of 
experience:  
• May include the supervisor providing education about the 
prevalence and normalcy of secondary trauma responses in 
trauma counseling with CSSA 
• May include specific information about the current 
secondary trauma responses of the supervisee (i.e. altered 
worldview, recurring thoughts about client trauma content, 
relational difficulty due to work with CSSA) to increase 
supervisees’ knowledge about their experiences. 
 
2. Validation/Normalization Examples: “It is understandable to feel 
overwhelmed by hearing multiple CSSA trauma narratives in one day. 
Checking out during that session may have been a way of protecting 
yourself.,” “It would be difficult for anyone to not to view the world 
differently as a result of what your clients have shared with you that they 
experienced by their perpetrators. We all may be more protective of our 
children now.,” “It is okay to be angry sometimes when the system does 
not protect CSSA.,” or “Being impacted by working with CSSA is almost 
inevitable. You are not alone in that.”   
E. MANAGEMENT DISCUSSION: The management discussion will involve the 
counselor participant and supervisor engaging in collaborative problem-solving 
and goal-setting regarding ways to manage any negative responses to work with 
CSSA (Knight, 2004; Knight, 2013). An essential aspect of this part of the 
intervention is collaboration. The supervisee should feel empowered to choose 
strategies for managing their current thoughts, feelings, impacts to working with 
CSSA in a way that fits their individual needs (Knight, 2004; Knight, 2013). This 
discussion and the management strategies identified may vary per supervisee and 
current circumstances/experiences. Supervisees should be viewed as the expert of 
self and cultural contexts/worldviews should be respected and taken into account 
when engaging in discussion about ways to manage current impacts (Knight, 
2004; Knight, 2013). Therefore, a one-size-fits-all approach should not be taken 
in this part of the intervention. 
1. Purpose: The purpose of supporting the supervisees in developing 
management strategies is not an effort to cure the supervisees’ current 
responses to work with CSSA, but to help them learn to manage responses 
and grow from their experiences (Knight, 2018). 
F. Management Discussion Procedures:  
 
1. Supervisor asks counselor participant to choose most prominent need 
to be addressed (Required). 
 
a) Example: “You shared about feeling anxious in sessions this past 
week and your heart racing when one of your clients discusses 
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certain parts of their abuse. You also mentioned that you have been 
thinking about your clients’ trauma narratives at night when trying 
to go to sleep. Which one do you think would be most essential for 
us to problem-solve ways of managing in our discussion today?” 
 
2. Education (Required – Suggest or affirm at least 1 practice below in 
collaborative problem-solving with counselor participant): The 
supervisor may take on an educative role in the process of explaining 
management strategies that may be beneficial; however, the supervisee 
must have choice in deciding what may work best for them in regard to 
their current experiences (Knight, 2018). Some evidence-based 
management strategies that could be explored with the supervisee may 
include (Knight, 2004; Knight 2013; Knight, 2018):  
 
(a) Mindfulness/Meditation practices 
(b) Setting professional/personal boundaries 
(c) Avoiding further trauma exposure in daily life (i.e. television shows, 
movies, books, news reports, social media) 
(d) Increasing social support 
(e) Engagement in fulfilling experiences in personal life 
(f) Cognitive restructuring 
(g) Relaxation techniques 
(h) Physical wellness activities 
(i) Spiritual wellness activities 
(j) Expressive arts  
(h) Counseling for the Counselor 
 
G. Management Discussion Procedures After the FIRST Affective Check-in 
 
1. Follow-up (Required): The supervisors should follow-up about previous 
needs and strategies discussed in prior supervision sessions (Knight, 2004; 
Knight, 2013). This increases accountability of the supervisees to 
implement the strategies discussed (Knight, 2004; Knight, 2013).  
 
a) Example: “Last week we talked about using deep breathing 
relaxation techniques in your session with a particular client to 
calm your symptoms of anxiety, such as the racing heart, during 
their discussion of certain aspects of their abuse. Did you give that 
a try this week?”  
 
2. Supervisor Elicits Feedback (Required): The supervisors should elicit 
supervisees’ feedback about management strategies that have and have not 
worked for them in order to increase supervisees’ use of strategies that are 
beneficial to them in managing responses (Knight, 2004; Knight, 2013; 
Knight, 2018).  
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a) Example: “You mentioned that you tried the deep breathing 
relaxation technique. How did that work for you?” 
 
3. Growth Acknowledgement (Required): The supervisors should end the 
management discussion by eliciting information about the supervisees’ 
current areas of growth in managing responses and ways they can make 
meaning of their experiences by returning to their core personal purposes 
in engaging in the work of counseling with CSSA (Miller & Sprang, 
2017). The management discussion and acknowledgement of growth can 
increase supervisees’ hopefulness in their ability to manage personal 
impacts and continue in the work of counseling CSSA (Knight, 2018; 
Miller & Sprang, 2017). Growth acknowledgement discussion could 
include one of the following discussions: 
 
a) Regarding supervisees’ active use of management strategies that 
are working for them 
b) Ways supervisees’ sessions have improved due to use of 
management strategies 
c) Ways supervisees are making meaning of their experiences 
d) Ways supervisees are finding satisfaction in their work 
e) Prompts to allow supervisees to reflect on core personal purposes 
of engaging in the work of counseling CSSA. 
IV. Ethical Considerations 
A. Boundaries: Knight (2018) notes the importance of appropriate boundaries 
during affective checking-in with supervisees, while utilizing the discrimination 
model’s (Bernard, 1979; Bernard, 1997; Bernard & Goodyear, 2014) counseling 
supervisory role to attend to creating an environment of support for the 
supervisee. The supervisor should maintain trust and safety in the relationship by 
setting clear boundaries that differentiate the affective check-in supervision 
intervention from personal counseling of the supervisee (Knight, 2018).  
 
B. Clarity: The supervisor should clarify the reason for eliciting information about 
personal impacts of the work also for the purposes of consultation and education 
(Bernard & Goodyear, 2014) to help the supervisee feel empowered in their 
trauma work with clients through increased self-awareness, self-monitoring, and 
regulation through individualized management strategies (Knight, 2018).  
 
C. Increasing Clinician Self-Efficacy: A supportive and educational supervision 
experience, as could be elicited by affective checking-in, could also increase the 
self-efficacy of clinicians. Increasing self-efficacy could decrease the likelihood 
of STS and related responses (Day, Thurlow, & Woolliscroft, 2003). Therefore, 
client outcomes are likely to be enhanced through the affective check-in (Patton & 
Kivlighan, 1997), which is the purpose of supervision (Milne, 2007).   
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Affective Check-in Supervision Elements Quick Guide 
Inquiry Validation Management 
Discussion 
Initial Prompt 
-Broad, open-ended question or 
prompt regarding supervisees’ 
thoughts, feelings, impacts of 
working with CSSA 
Validating/Normalizing 
Statement 
 
-In response to counselor 
participant sharing 
-Affirming experience 
-Normalizing experience 
-Providing relevant education to 
normalize 
Choose Prominent Need 
 
-Acknowledge all experiences 
shared 
-Ask supervisee which they 
prefer to address 
Further Inquiry 
-Supervisors processing further 
detail of supervisees’ reported 
thoughts, feelings, impacts of 
working with CSSA 
 Provide Education About 1 
Strategy 
 
-Mindfulness/Meditation 
-Boundaries 
-Reduce Trauma Exposure 
-Increase Social Support 
-Fulfilling Experiences 
-Cognitive Restructuring 
-Relaxation 
-Physical Wellness 
-Spiritual Wellness 
-Expressive Arts 
 
 
 
 
 
After First Affective Check In: 
Follow-Up 
-Regarding use of 
management strategy 
discussed previous week 
Feedback 
-Regarding supervisees’ 
perspective of effectiveness 
of the strategy 
Growth Acknowledgement 
 
-Use of management strategy 
-Session improvement due to 
management 
-Making meaning of 
experiences 
-Finding satisfaction in the 
work 
-Core personal purposes of 
the work 
Active Listening THROUGHOUT 
Encouraging, Summarizing, Paraphrasing, Reflecting Feelings, Empathic Responding 
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APPENDIX R 
 
SUPERVISOR TRAINING FIDELITY CHECKLIST 
 
Observer:____________________________ 
Date of Supervision Training:____________ 
 
Supervisor Unique Identifier:___________ 
 
Counselor Participant Unique Identifier:_________ 
 
Completed 
(Yes/No)  
Training 
Topics 
Training Topics Description 
 
 
 
Procedures 
 
1_______ 
 
2_______ 
 
Total 
Procedures 
Completed 
 
_________ 
(___/_2__) 
 
 
 
 
Rationale • Procedures: 
(1) Trainer described rationale for the 
study to include all four topics: 
a. Secondary Traumatic Stress 
Defined 
b. Secondary Traumatic Stress Risk 
Factors 
c. Counseling Child Survivors of 
Sexual Abuse Risk Factors  
d. Supervision as a Protective Factor 
(2) Trainer Described rationale for the 
affective check-in supervision 
intervention to include all four topics: 
a. Theory of Intervention 
b. Trauma-Informed Supervision 
c. Discrimination Model 
d. Knight’s Theory of Affective 
Check-in Supervision Intervention  
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Procedures 
 
 
1________ 
 
2________ 
 
3________ 
 
4________ 
 
5________ 
 
Total 
Procedures 
Completed 
_________ 
(___/__5_) 
 
Components 
of Affective 
Check-in 
Supervision 
Intervention 
• Procedures: 
(1) Trainer Defines Inquiry and all Three 
Procedures: 
a. Initial Prompt 
b. Further Inquiry 
c. Active Listening 
(2) Trainer Defines Validation and the        
Procedure: 
a. Validating/Normalizing Statement 
 
 
(3) Trainer Defines Management 
Discussion (1st Affective Check-in) and 
all Two Procedures: 
a. Choose Prominent Need 
b. Provide Education about 1 Strategy 
(4) Trainer Defines Management 
Discussion 
(All Following Affective Check-in) and 
Prior Two Plus Three Additional 
Procedures: 
a. Follow-up 
b. Feedback 
c. Growth Acknowledgement 
(5) Trainer Describes Ethical 
Considerations for Using the Affective 
Check-in to include: 
a. Boundaries 
b. Clarity 
c. Increasing Clinician Self-Efficacy 
  
   
Procedures 
 
1________ 
 
2________ 
 
3________ 
 
4________ 
 
5________ 
 
 
 
Procedural 
Fidelity 
• Procedures: 
 
(1) Trainer Explains Fidelity Checklist 
 
(2) Trainer Explains Skills Practice 
 
(3) Trainer Provides an Example Role-Play 
of Implementation of Intervention 
Prior to Supervisor Skills Practice 
 
(4) Trainer Engages Trainee in Skills 
Practice until 90% Master of the Skill 
 
(5) Trainer Provides Feedback to Trainee 
about Use of Skill After Each Practice 
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6________ 
 
Total 
Procedures 
Completed: 
 
_________ 
 
(___/_6__) 
 
 
 
(6) Trainer Explains Booster Training 
Sessions 
Total Procedures 
Completed 
Total Procedures Intervention Fidelity % 
          
 (__________      /         ____13______) x 100 
                                  
If total procedures completed is less than 13 
please explain what was observed to be missing: 
 
 
 
 
 
 
 
 
  
__________ 
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APPENDIX S 
SUPERVISOR INTERVENTION REFRESHER TRAINING AGENDA 
• Welcome & Introduction to Refresher Training  
• Supervisor Self-Evaluation of Implementation 
o Areas of strength or improvement in supervisor implementation 
• Trainer Feedback of Supervisor Implementation 
o Review of fidelity checklists and areas of strength and improvement 
•  Review of Component/s that are Low in Fidelity  
o Component definition reviewed 
o Component procedural definitions reviewed  
• Supervisor Feedback of Intervention  
o Supervisor perceived likeability/acceptability of intervention 
o Supervisor feedback regarding ease of practical implementation 
o Consultation regarding future supervisor intervention implementation 
incorporating feedback of supervisor 
• Procedural Fidelity  
o Trainer role-plays skills practice as example of implementation 
o Supervisor provides feedback to trainer regarding areas of strength and 
improvement  
o Supervisor completes skills practice until 90% mastery of the skill (no less 
than 8 out of 9 procedures) 
o Trainer provides feedback to supervisor regarding areas of strength and 
improvement 
o Trainer offers final consultation regarding future supervisor intervention 
implementation.
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APPENDIX T 
 
SUPERVISOR INTERVENTION REFRESHER TRAINING 
 
FIDELITY CHECKLIST 
 
Observer:____________________________ 
Date of Supervision Training:____________ 
 
Supervisor Unique Identifier:___________ 
 
Counselor Participant Unique Identifier:_________ 
 
Completed 
(Yes/No)  
Training Topics Training Topics Description 
Procedures 
 
1_______ 
 
 
Total 
Procedures 
Completed 
 
_________ 
(___/_1__)  
Introduction  • Procedures: 
(1) Trainer described reason for 
refresher training   
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Procedures 
 
1_______ 
 
2________ 
 
Total 
Procedures 
Completed 
_________ 
(___/__2_) 
Supervisor Self-
Evaluation of 
Implementation 
• Procedures: 
(1) Trainer prompts/asks supervisor 
about areas of strength or 
improvement in implementation of 
intervention. 
(2) Trainer engages in active-listening 
(e.g. Encouraging, Summarizing, 
Paraphrasing, Reflecting Feelings, 
Validating) of supervisors’ self-
evaluation.  
 
 
 
 
Procedures 
 
1________ 
 
2________ 
 
Total 
Procedures 
Completed 
_________ 
(___/__2_) 
 
Trainer 
Feedback of 
Supervisor 
Implementation 
• Procedures: 
(1) Trainer reviews observer fidelity 
checklists and ratings of supervisor 
implementation of intervention. 
(2) Trainer provides feedback of 
supervisor areas of strength and 
improvement in implementation of 
intervention. 
  
 
 
Procedures 
 
1_______ 
 
2_______ 
 
Total 
Procedures 
Completed  
_________ 
(____/_2) 
 
Review of 
Components 
that are Low in 
Fidelity 
• Procedures 
(1) Trainer provides definition and 
practical description of component/s 
low in fidelity.  
(2) Trainer provides definition and 
practical description of procedures of 
the component/s low in fidelity. 
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Procedures 
 
1________ 
 
2________ 
 
3________ 
 
Total 
Procedures 
Completed 
_________ 
(__/_3__) 
 
 
Supervisor 
Feedback of 
Intervention 
• Procedures: 
(1) Trainer prompts supervisor to share 
perceptions of intervention 
likeability/acceptability of 
intervention. 
(2) Trainer prompts supervisor to share 
feedback regarding ease of practical 
implementation of intervention. 
(3) Trainer offers consultation regarding 
future supervisor intervention 
implementation incorporating 
feedback of supervisor 
 
   
 
Procedures 
 
1________ 
 
2________ 
 
3________ 
 
4________ 
 
5________ 
 
 
Total 
Procedures 
Completed: 
 
_________ 
 
(___/_5__) 
 
 
 
 
Procedural 
Fidelity 
• Procedures: 
H. Trainer provides an example role-play of 
implementation of intervention prior to 
supervisor skills practice. 
I. Trainer prompts supervisor to provide 
feedback of areas of strength and 
improvement of trainer example role-
play 
J. Trainer engages supervisor in skills 
practice until 90% mastery of the skill 
K. Trainer provides feedback to supervisor 
regarding areas of strength and 
improvement of skills practice of 
intervention 
L. Trainer offers final consultation 
regarding future supervisor intervention 
implementation.  
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Total Procedures 
Completed 
Total Procedures Intervention Fidelity % 
          
 (__________      /         ____15______) x 100 
                                  
If total procedures completed is less than 15 
please explain what was observed to be missing: 
 
 
 
 
 
  
__________ 
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APPENDIX U 
SUPERVISION-AS-USUAL CONTENT 
SP – 1001: Supervision-as-Usual Content 
• Case consultation with corrective feedback 
• Supervisee-led supervision 
• Interventions and techniques 
• Trauma-focused CBT discussions 
• Information-sharing 
• Teaching/educational experience 
• Administrative supervision discussions 
• Resource-sharing 
SP – 1002: Supervision-as-Usual Content 
• Case Consultation with strengths-based feedback 
• Teaching/educational experience 
• Organizational decision-making and information-sharing 
• Policy issues; systemic issues 
• Conversational connecting 
• Supervisee-led supervision session 
• Self-disclosure of supervisor 
• Discussion of self-care
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SP – 1003: Supervision-as-Usual Content 
• Case consultation with strengths-based feedback 
• Supervisee-led 
• Conversational-style 
• Discussion of self-care 
• Case conceptualization 
• Teaching/educational experience 
• Interventions and techniques 
• Trauma-focused CBT discussions 
• Check-in/Check-out – Starting supervision by asking how things are, ending by 
summarizing and discussion of the coming week
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APPENDIX V 
DISCREPANCY DISCUSSION AGENDA 
• Observers’ self-evaluation of observations 
o Areas of strength or improvement in observations 
• Trainer feedback of recording where observer discrepancy occurred 
o Review of fidelity checklists and areas of strength and improvement 
• Trainer review of the potential for observer bias and observer drift 
•  Review of component/s that were low in observer agreement 
o Component definition reviewed 
o Component procedural definitions reviewed  
o Consensus discussion of discrepancy observation until agreement between 
observers and trainer 
• Observers’ feedback of observation procedures overall 
o Observer perceived likeability/acceptability of intervention and 
observation procedures 
o Observer feedback regarding ease of observation procedures 
o Consultation regarding future observations and incorporating feedback of 
observers 
• Observation fidelity skills practice 
o Trainer and observers all complete the next observation simultaneously to 
ensure  
➢ If there is 100% interobserver agreement, discussion of how 
observation decisions occurred in the session for implementation in 
future sessions 
➢ If there is less than 100% interobserver agreement, an additional 
discrepancy discussion takes place 
➢ A blinded observer will code all remaining sessions in addition to the 
two observers (Ledford, Lane, & Gast, 2018). 
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APPENDIX W 
SUPERVISOR CONSULTATION CALL AGENDA 
• Supervisor Self-Evaluation of Implementation 
o Areas of strength or improvement in supervisor implementation 
• Trainer Feedback of Supervisor Implementation 
o Review of fidelity checklists and areas of strength and improvement 
• Supervisor Feedback of Intervention  
o Supervisor perceived likeability/acceptability of intervention and feedback 
regarding ease of practical implementation 
o Consultation regarding future supervisor intervention implementation 
incorporating feedback of supervisor 
*(CALL ENDS HERE IF NOT FOR HEIGHTENED STS RESPONSES IN   
SUPERVISEE)* 
• Review of Counselor Participants’ Current STS Responses 
o Responses being identified by the participant in the affective check-in  
o Responses being identified by the supervisors’ observations of the 
counselor participant 
o Acknowledgement of heightened STS levels in data collection 
•  Review of Management Discussion 
o Component definition reviewed 
o Component procedural definitions reviewed  
o Review of counselor participant’s and supervisor’s current discussions of 
collaborative management strategies, and which strategies are currently 
being utilized by the participant 
o Review of counselor participant’s feedback regarding the management 
strategies currently being implemented 
o Collaborative discussion of additional management strategies that could be 
of benefit to the counselor participant and potential benefits or 
consequences of each strategy 
o Identification of additional management strategies for the supervisor to 
discuss with participant affective check-ins and supervisor skills practice 
to identify ways they may provide education to the supervisee with the 
other components and procedures of the intervention 
